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ABSTRACT 
Foster children represent a growing population in the United States and are at 
increased risk for psychological and behavioral disturbances. The purpose of this 
literature-based study is to examine these unique problems, looking specifically at 
externalizing behavioral disturbances, determine the possible nonverbal manifestations, 
and then design a treatment model that may best address these disruptive behaviors. The 
hypothesis is that dance/movement therapy techniques that are focused on clarifying and 
managing the behavioral manifestations and identifying the related social-emotional 
issues are well suited for therapeutic work with foster children. The methods of research 
include an extensive review of the literature comprising of theories of etiologies of the 
foster child's psychological and emotional development, research on the prevalence of 
disturbance, current treatment models for foster children, and dance/movement therapy 
concepts. The literature review culminates in a dance/movement therapy treatment model 
to specifically target the disruptive externalizing behaviors and identify the underlying 
social-emotional issues of the foster child. Although the proposed treatment model is 
limited due to the nature of this study, implications are given for future research on the 
efficacy of the treatment and the relevance in supplementing current dance/movement 
therapy research on abused and neglected children. 
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CHAPTER ONE - INTRODUCTION 
The number of children in the United States foster care system is unquestionably 
on the rise. Over the past decades, the numbers have risen from 240,000 in 1982 to 
nearly 480,000 in 1995 (Rosenfeld et al, 1997; Leslie et al, 2000). Current national 
estimates report 547,000 children in out-of-home care (US Department of Health and 
Human Services, 2000). The growing number of children in care reflects the increasing 
amount of child abuse and neglect, a decrease in reunification, the impact of poverty, 
prenatal drug and alcohol use, parental incarceration, domestic violence, homelessness, 
and disease in at-risk families (Barbell, 1997). In addition to the distress of these 
problems, "foster placements often change, family contact is unpredictable, and length of 
placements is uncertain" (Mclntyre and Keesler, 1986). It is also noted that these factors 
contribute significantly to a number of behavioral and psychological problems in foster 
children. The prevalence of these disturbances among foster children ranges from 33% 
and 85%. In comparison, the numbers for these disturbances among children in the 
general population is estimated between 7 and 20% (Leathers, 2002). In the population 
of foster children, studies (Pilowsky, 1995; Simms, 1989; Thompson & Fuhr, 1992) have 
identified such problems as relational and coping difficulties, school failure, conduct 
disorder, attentional disorders, aggressive behavior, and depression. Subsequently, it has 
been found that children in out-of-home care with these emotional and behavior problems 
experience a greater number of placements (Pardeck, 1983; Fein et al., 1990). Although 
there is an abundance of research on the prevalence of these problem behaviors in foster 
children, practitioners seem to be struggling to find effective methods to approach 
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treatment (Newton et al., 2000; Brand et al., 1999; Fanshel et al., 1990; Lawder et al., 
1986). 
The purpose of this study is to examine the literature documenting behavioral 
problems in foster children, looking specifically at aggressive externalizing behaviors, 
determine the possible nonverbal manifestations of these behaviors, and then design a 
particular dance/movement therapy model that may best address the disruptive behaviors. 
Due to the diverse nature and etiology of the problems of foster children, clinicians must 
be prepared to evaluate a broad domain of psychological issues and provide appropriate 
intervention (Pearce, 2001). Interventions addressing foster children must be 
developmentally attuned and sensitive to the effects of painful losses, multiple traumas, 
and shifting relationships (Williams et al., 2001). It has been shown that children with 
certain aggressive behaviors can benefit from therapies designed to help them self-
regulate and contain aggression (Myeroff et al., 1999). Laymen et al. (2002) also states 
that the presenting problems faced by children in foster care (abuse, neglect, insecure 
early attachments, and inconsistent caregiving) necessitate specialized therapeutic 
interventions. Abuse and neglect issues, especially because they are initially "physical 
phenomena", present dance/movement therapists with a chance to intervene on a body-
level (Goodill, 1987). The creative expression of expressive arts therapy offers an 
opening for the child to experience a positive attachment, express difficult emotional 
issues, develop body awareness, and improve self esteem (Gonick and Gold, 1992). 
Dance/movement therapy also provides a way for conduct disordered children and 
adolescents to express their own rebelliousness, aggression, and conflict to decrease 
resistance in therapy and work towards autonomy and physical release of emotions 
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(Johnson & Eicher, 1990). Incorporating a dance/movement therapy model into 
treatment of foster children may provide a focus on the behavioral problems as well as 
the social-emotional needs of these children. Appropriate intervention and effective ways 
to apply the nonverbal techniques of dance/movement therapy may be beneficial to all 
clinicians involved in treatment. 
With the abundance of research on the behavioral and psychological problems of 
foster children, there is little information on effective treatment for these issues. Ronald 
Molin (1988) gives several reasons for the lack of clinical services for foster children. 
Molin along with Gries (1986) postulates that professionals fail to seek out opportunities 
to work with this population, that a need for services represents a failure in the system, 
and that the focus is usually on the caseworker and not auxiliary services to provide care, 
stability, and resolution of problems. Yet, it is clear that a multidisciplinary team 
including therapists provides more adequate clinical services to these children (Hochstadt 
&Harwicke, 1985). 
Considering the emotional needs of foster children along with the high incidence 
of abuse and maltreatment, designs for specialized treatment seem to be necessary. 
Pearce (2001) describes a psychotherapeutic approach to children in foster care derived 
from attachment theory. Social workers in Massachusetts adapted die Pynoos school-
based group therapy model for use with foster children (Williams et al., 2001), and 
Layman et al. (2002) describe their work with music therapy and foster children. In 
addition, Gonick and Gold (1992) write how the combination of dance/movement therapy 
and art therapy (termed expressive arts therapy) provides treatment geared towards foster 
children dealing with anxiety, anger, and loss. 
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Dance/movement therapy, as defined by the American Dance Therapy 
Association, is "the psychotherapeutic use of movement as a process which furthers the 
emotional and physical integration of the individual" (ADTA, 1989). Although there is a 
dearth of research in the field, many of the published writings that consist of descriptive 
and theoretical or case study approaches have shown favorable therapeutic outcomes. 
With children and adolescents, approaches have targeted behavior problems, learning 
disabilities, anxiety, and body images. Helen Payne (1988) cites evidence from past 
studies (Brown, McDowell, & Smith, 1981; Dunne, Bruggen, & O'Brian, 1982; Hilyar et 
al., 1982; Johnson, 1984; Leste & Rust, 1984; Lovell, 1980; Peterson & Cameron, 1978) 
that suggest dance/movement therapy as a beneficial treatment for young people with 
anxiety, learning and behavioral problems, and issues of puberty because it incorporates 
relaxation, the exploration of feeling states, and body awareness. Certain studies and 
approaches of dance/movement therapy have been identified that are related to the 
population of foster children and their complex emotional and behavioral problems. 
Work has been done with inpatient psychiatric adolescents (Johnson & Eicher, 1990), 
delinquent adolescent males (Payne, 1988), at-risk African American adolescents (Farr, 
1997), an adopted sexually abused child (Harvey, 1995), sexually and physically abused 
children (Goodill, 1987), learning-disabled children and adolescents (Duggan, 1995; 
Puder & Marx, 1980), and emotionally disturbed children (Rakusin, 1990). This critical 
review will incorporate findings on specific behavior problems of foster children, 
including the possible etiologies of pathology from different perspectives, past research 
on treatment models for foster children and literature on dance/movement therapy with 
children to develop a new orientation towards work with this population. 
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The hypothesis is that dance/movement therapy techniques that are focused on 
clarifying and managing the nonverbal manifestations of specific problem behaviors and 
identifying the related social-emotional issues are well suited for foster children and their 
presenting treatment issues. Due to the similar externalizing problem behaviors 
documented in these children such as aggression, misconduct, impulsivity, and 
hyperactivity (Fanshel et al., 1990; Leslie et al., 2000; Mclntyre & Keesler, 1986; 
Pilowsky, 1995; Stein et al., 1994) the focus of the therapy will be on identification and 
regulation of the external behaviors and then understanding the emotional response 
associated with them. Dance/movement therapy, because it "utilizes the movement 
interaction as the primary means for accomplishing therapeutic goals" (Schmais, 1974, 
pp. 7), is well suited for work with these behaviors experienced on a body-level. The 
body-based therapy can focus on the intense physical activity and aggression that these 
children commonly experience and provide a safe, containing environment to release 
tension, express emotions, and maintain autonomy (Johnson & Eicher, 1990). 
After a comprehensive review of the literature, a proposed model for working 
with the foster child population will be outlined. This model will provide an organized 
theoretical approach using structured and established dance/movement therapy 
techniques and interventions. From an analysis of the data on the treatment needs of 
foster children, dance/movement therapy goals will be formulated to match these needs. 
While the techniques may be used in a variety of ways within the general field of 
dance/movement therapy, this model will clearly define their purpose in the context of 
the treatment of behavioral problems with foster children. 
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At this point, the study does not set out to prove if the dance/movement therapy 
techniques outlined will bring significant positive changes in the disruptive behaviors of 
foster children. It will offer theoretically and evidence-based interpretations about the 
nonverbal expressions of these behaviors and the treatment goals they require. The 
model will provide specific tools to dance/movement therapists that can be used for 
intervention in many clinical settings. It will also increase the knowledge of this topic in 
the community at large and hopefully inspire much needed future studies. Overall, the 
dance/movement therapy model created will contribute another piece to the complicated 
picture of the treatment of foster children. 
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CHAPTER TWO - LITERATURE REVIEW 
An Overview of Foster Care 
Throughout history, orphaned children have been pushed and pulled from 
household to household when their parents could no longer rear them. In colonial 
America, children of all backgrounds were placed out of their homes to learn a trade. As 
disease and poverty spread through the cities in the early 1800's, orphan asylums were 
founded by religious and charity organizations to care for those impoverished children 
(Hacsi, 1995). Over the course of the twentieth century, the need for care increased, and 
the orphanages were coming under great scrutiny. The placing out of children, a variation 
on indenture, began in the 1850's. The New York Children's Aid Society, founded by 
Charles Loring Brace, made arrangements for impoverished urban children to be sent to 
rural homes rather than institutions to learn a trade and work for the family (Hacsi, 1995; 
Katz, 1986). The practice then evolved to boarding out, where the families were to get 
board payments for the care of younger children. The money was meant to ensure the 
children were not forced to work to earn their keep (Hacsi, 1995). Government 
involvement evolved this boarding out system into the modern day foster care system 
(Hacsi, 1995). The first White House Conference on the Care of Dependent Children in 
1909 recommended the use of carefully selected local foster families for orphaned 
children rather than orphanages (Simms, 1991). By thel930's, the practice of boarding 
out was further supported by the government through the funds provided by the Social 
Security Act which protected indigent children (Rosenfeld et al., 1997). In turn, with 
increased financial involvement by the government to aid poor families, children could 
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be kept at home, and the number of foster children in the years following World War II 
remained stable at about 250,000 a year (Hacsi, 1995; Rosenfeld et al, 1997; U.S. 
Department of Health, Education, and Welfare, 1968). 
However, during the 1960's and 1970's, the foster care population increased 
dramatically, and the most important factor for the increase was the societal exposure of 
child abuse (Hacsi, 1995). An article entitled "The Battered-Child Syndrome" published 
in 1962 (Kempe et al., 1962) brought the issue of abuse to the public's attention. Reports 
of child abuse and neglect multiplied, and children were placed in foster homes against 
their parent's wishes, changing foster care to a largely involuntary system (Rosenfeld et 
al., 1994). 
As the foster care population grew, the once temporary service that the system 
initially provided grew into a grossly deficient practice of longer length of stay and 
frequent re-placements (Fanshel & Shinn, 1978; Rosenfeld et al., 1997). The term re-
placement "refers to the movement of a foster child from his/her current foster home to 
another foster home" (Pardeck, 1983, pp. 76). To end the drift from home to home, the 
federal government passed Public Law 96-272. The Adoption Assistance and Child 
Welfare Act of 1980 (PL 96-272) targets money toward preventive services and efforts 
aimed at reuniting families and is designed to limit the number of children in foster care 
and, for those placed, promote their return to biological parents (Hacsi, 1995; Rosenfeld 
et al., 1997; Wells & Guo, 1999). After the passage of this law and with more 
comprehensive services available for families, the foster care population halved, 
decreasing from 502,000 to 243,000, and the average time in care declined (Fein et al., 
1990). 
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Although family preservation and reunification programs were apparently 
working, it should be no surprise that the trend did not last. "By the mid-1980's, poverty, 
homelessness, substance abuse, and human immunodeficiency virus (HIV) infection had 
placed many families and children at society's margins" (Rosenfeld et al., 1997, pp. 450). 
By the early I990's, the foster care population had doubled, the average stay had 
lengthened, sufficient adoptive homes were not available, and family reunification was 
almost impossible (Leslie et al., 2000; Wells & Guo, 1999). It is also true that the makeup 
of the foster child population had altered. Poverty is still the best predictor of a child's 
removal from a home. However, other conditions such as domestic violence, drug use, 
prostitution, and homicide are increasingly associated (Rosenfeld et al., 1997). Another 
important reason for the increase of children in foster care is the growing popularity of 
kinship foster care (Hacsi, 1995). Kinship foster care is defined as "care provided by 
relatives to children in the custody of the state" (Keller et al., 2001, pp. 916). In the 
United States, informal kinship care had been practiced within the African American, 
Native American, and Latino communities for some time, but only recently has this type 
of care become a widely used form of placement for the child welfare services (Keller et 
al., 2001). Kinship care has many important distinctions from family foster care, where 
the child is placed within another non-related family. Kinship caregivers are 
predominantly grandmothers or aunts and represented mostly by African Americans. 
These foster parents are less likely to have regular contact and support from their child 
welfare workers and are less likely to receive specialized services for the children (Keller 
et al., 2001). However, these children typically have experienced fewer previous out-of-
home placements, have maintained closer contact with birth parents, tend to be in a more 
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stable relationship, and have a lower rate of reunification with biological parents (Berrick 
et al., 1994; Iglehart, 1994). 
The most recent federal child welfare legislation, The Adoption and Safe Families 
Act of 1997 (PL 105-89), expanded the preservation and support programs to include 
"family reunification services up to 15 months after a child enters foster care" (Wells and 
Guo, 1999, pp.273). PL 105-89 "reduces the number of months a child may remain in 
foster care without a permanency hearing from 18 to 12 months and requires that states 
file for termination of the rights of parents of children under age 10, who have spent 15 of 
the most recent 22 months in foster care" (Public Law 105-89, 1997). Still, the system is 
not operating as planned. From 1982 to 1994 there was an 80% increase in the foster care 
population. The exit rate, which represents the percentage of children served by the 
system in a given year and who left in the same year, declined by 27.5% from 1980 to 
1990 (Tatara, 1996; Tatara, 1991). The current numbers, taken from the US Department 
of Health and Human Services AFCARS report in 2000, are estimated at 547,000 
children in out-of- home care. 
It is clear that the history of foster care has been turbulent, and the policies on 
how to treat the children are ever changing. The most dramatic changes have been the 
focus on the reunification of families. Whereas the system of placing-out sought to break 
up families, today's foster care system is intended to provide temporary care, with the 
hope of reuniting families (Hacsi, 1995). However, this may be more difficult. With new 
and increasing amounts of medical, psychological, educational, and behavioral problems, 
traditional child welfare and foster care systems are not designed to address these needs 
(Rosenfeld et al., 1997). Environmental threats to a child's development such as abuse 
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and neglect should be understood by all involved in the child welfare system to provide 
adequate care (Silver, 1999). It is also necessary to examine issues of attachment that are 
unique to this population and shape their path within the foster care system (Rosenfeld et 
al., 1997). The next sections will focus on these topics, first reviewing early attachment 
issues of foster children, then outlining the types and effects of maltreatment. The foster 
child's development with regards to pathology will be discussed, and also research on the 
specific psychological and behavioral problems documented in this population will be 
presented. 
Theories of Attachment 
Attachment refers to the nurturing and protective relationship between two people 
that, in turn, forms the basis for long-term relationships or bonds with others (Committee 
on Early Childhood, Adoption and Dependent Care, 2000). The concept of attachment 
from a purely Freudian psychoanalytic viewpoint was predicated on looking at the 
development of humans through the innate potential of the child which was then shaped 
by the environment in which he was raised (Blaine, 1989; Grigsby, 1994). Disturbances 
in attachment were seen as a trauma/frustration or overindulgence within any of the four 
psychosexual stages of development: the oral, anal, phallic and genital stages. 
Developing concurrently with the psychosexual stages is the individual's internal 
perceptions of his relationship with others, that is, his object relationships. For example, 
if the loss of mother occurred within the first year of life, the child would be fixated at the 
oral stage, leaving unresolved the primary fear of loss of the love object (Blaine, 1989). 
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The observation of child and mother interaction has expanded psychoanalytic 
theory into what is known as contemporary ego psychology and includes a unique 
synthesis of biologica] and psychological perspectives. Margaret Mahler, in her work 
with infants and mothers, proposed that the process of development consisted of 
"movement from embeddedness within a symbiotic matrix of child-mother (separation) 
to the achievement of a stable individual within a world of predictable and realistically 
perceived others (individuation)" (Greenberg & Mitchell, 1983, pp. 272). The successful 
completion of this separation-individuation process, and the subphases it involves, 
establishes a basic trust, positive identity, object constancy (mental representations of 
others), and object relations (internal representations of the relationship between self and 
object) within the growing child (Mahler et al, 1975). On the other hand, if the 
separation-individuation process is incomplete or interrupted, the development of object 
constancy and object relations can be incomplete and result in psychic fragmentation 
and/or pathology (Greenberg & Mitchell, 1983). Other object relation theorists (Spitz, 
1965; Winnicott, 1960) conclude that the mother is the physical and emotional holding 
environment for the child, helping to build an internalized image of self and an 
externalized view others. Spitz (1965) notes that it is the mother's behavior towards the 
child that stresses either the 'good' or the 'bad' object, and her behavior and affect that 
can promote or frustrate the healthy development of the child. Winnicott (1960) stressed 
that holding the infant protects him psychologically and physically. A mother that is 
responsive to the child's holding needs will provide for them adequately and consistently 
(Winnicott, 1960). 
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Bowlby, in his development of attachment theory, used primary observation to 
extrapolate patterns of behavior in relation to the formation of personality (Grigsby, 
1994). In as such, attachment theory is a behaviorally based theory, with importance on 
the behaviors of the mother-child pair (Blaine, 1989). It is also a developmental theory, 
which emphasizes that the child's primary drive is to develop an attachment relationship 
to a primary caregiver for protection (Bowlby, 1982). Essentially, Bowlby's theory 
represented a departure from psychoanalytic viewpoints as it described the child's 
relation to a specific caretaker and was biologically aimed at survival rather than 
satisfaction of drives (Rosenfeld et al., 1997). Ainsworth (1969), reformulating Bowlby's 
theory, described certain attachment behaviors, behaviors that result in a person 
"attaining or retaining proximity to another individual" (Grigsby, 1994, pp. 270). These 
behaviors, which include sucking, clinging and smiling, become organized toward the 
mother as the chief object and serve to bind mother and child together (Grigsby, 1994). 
Ainsworth conducted intensive observations of the mother-child dyad during brief 
separations intended to be a moderately stressful experience for the child in what she 
termed as "stranger situations" (Ainsworth & Wittig, 1969). The focus on behaviors and 
emotional response and regulation in Ainsworth's work led to the classification of 
"insecure" versus "secure" attachment (Grigsby, 1994). Infants who are secure in their 
attachment have experienced access to caregivers that are sensitive to their needs and 
reliable in their responses. Conversely, caregivers who are less empathic, affectionate, 
and responsive are associated with insecurely attached infants. Those infants with 
insecure attachments tend to be more avoidant of or resistant to interpersonal interactions, 
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to cry more often, and to be less responsive to being held (Ainsworth & Wittig, 1969; 
Marcus, 1991; Silver, 1999). 
From these classifications, the insecure attachment relationship can be further 
split into three subtypes. One subtype includes the anxious resistant (or ambivalent) 
infant attachment relationship. These children are preoccupied with the whereabouts of 
the caregiver and are fearful of exploring the environment. They demonstrate behaviors 
such as crying and clinging to the caregiver. A cycle of frustration occurs in the infants 
who are trying to make their needs known. However, they are met with an unclear 
response. The second subtype is the anxious avoidant infant. Infants who are anxious 
avoidant learn to cut off attachment behavior in times of distress, avoid contact with their 
caregivers, and display no distress behaviors such as crying or seeking comfort. The 
caretaker was completely non-responsive and provided no nurturance; so for the child, 
others are viewed as objects to be manipulated in order to get their needs met. The 
disorganized anxious infants, the third subtype, are more conflicted in the face of a 
frightening or distressful situation and may or may not turn to their caregivers. This is in 
part due to inconsistent and insensitive caregiving from their parents and a complete lack 
of control in the relationship (Erickson & Weinberg, 1999; Whelan, 2003). Overall, all 
three subtypes of insecurely attached infants do not know the appropriate conduct for 
relating to others or their environment due in part to their initial disturbed relationship 
with their primary caregiver. This distorted "working model" in the child will carry 
problematic expectations and disturbed patterns of relating to others in future 
relationships (Bowlby, 1969; Sroufe, 1990). Once an insecure attachment pattern is set 
and the internal working model developed, the child would continue to use these 
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maladaptive models unless a drastic change in the environment around the child occurs 
and a responsive and attuned relationship begins (Bowlby, 1988; Whelan, 2003). 
Unfortunately, not all children get the opportunity to rebuild their primary 
caregiver relationship, especially those children taken out of their homes. One would 
assume that any time spent by a child in temporary care should be therapeutic and a 
welcomed change to an unsafe home environment, but the interruption in the continuity 
of a child's caregiver may be detrimental to the child's growth, development, and well 
being (Committee on Early Childhood, Adoption and Dependent Care, 2000). When 
removed from parental care, the child's initial attachments with their caregivers are 
severed. This in turn disrupts the child's sense of trust, intimacy, reliability and a sense 
that their needs will be met. They may internalize a sense of rage, rejection, and grief at 
the loss (Eagle, 1994). Other attachment related difficulties include lack of emotional 
responsiveness, resistance, avoidance, indiscriminant sociability, and inability to be 
soothed (Morrison, Frank, Holland, & Kates, 1999). A loyalty conflict is another danger 
of disrupted attachment with the foster child population. This can occur when the child is 
forming a positive relationship with the foster parent and the biological parent suddenly 
reappears. Emotionally painful memories may reawaken in the child, causing rage and/or 
depression from another possible disruption in their life. Disturbances in attachment may 
also lead to social difficulties such as withdrawal or aggression (Eagle, 1994; Morrison, 
Frank, Holland, & Kates, 1999; Pilowsky & Kates, 1996). Other long-term effects of 
insecure attachments include interpersonal difficulties, impaired affect regulation, and 
internalizing and externalizing behavior problems (Alexander, 1992; Armsden, 
McCauley, Greenberg, Burke, & Mitchell, 1990; Greenberg, Speltz, & DeKlyen, 1993). 
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It is also reasoned by Fine (1989) that attachments are at risk especially for those 
children who have experienced psychological trauma. These children have an "increased 
risk of mental illness because of a greater vulnerability to new stressors and a greater 
need for developmental continuity, predictable social structure and loving kindness" 
(Fine, 1989, pp. 5). This psychological trauma can include physical and sexual abuse, 
neglect, and emotional maltreatment. It is clear from the research on attachment 
(Ainsworth, 1979; Sroufe, 1990) that any type of abuse to the child is disruptive to a 
healthy pattern of attachment. The next section will focus specifically on all types of 
maltreatment and will then connect abuse and attachment to the psychological and 
behavioral disturbances of the foster child. 
Child Maltreatment 
Child abuse and neglect affects the lives of millions of Americans each year, and 
although it is not a new phenomenon, society's response to these problems is still 
evolving (Christian, 1999). The abuse and neglect of a child is defined under the broad 
term of child maltreatment. This is a symptom of family dysfunction in which a child 
sustains physical, emotional, developmental, or sexual injury (Ludwig, 1992). The four 
major subgroups of maltreatment are physical abuse, sexual abuse, emotional abuse, and 
neglect. Unfortunately, the subgroups overlap greatly and a precise classification of each 
group is difficult. For example, a child who is physically abused suffers emotional 
trauma, and a child who is neglected may suffer injuries as severe as a child who is raped 
or beaten. Regardless of the presentation of 'injuries', child maltreatment is a 
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manifestation of family dysfunction, and professionals must take careful and appropriate 
steps to help and protect the entire family (Christian, 1999). 
When discussing the etiology or contributing factors to child maltreatment, 
professionals must examine the entire picture. The problem involves individual factors 
of the parent, the parents working together, the immediate and extended family, the 
community in which they live, and the society they are a part of as a whole. Individual 
factors include the parent's childhood experience, their own parenting style, and their 
own psychological functioning, including mental health and substance abuse. 
Environmental factors include poverty, social isolation, unemployment, educational 
deprivation, and housing problems. Other risks include parents who suffer from mental 
retardation, severe depression or psychosis, and physical disabilities. Although children 
are never to blame in situations of abuse and neglect, certain child factors may contribute 
to the issue. These include temperament, personality, and physical characteristics such as 
prematurity and disability. Child maltreatment most often occurs in impoverished 
families, but it can affect families in all socioeconomic, religious, and racial groups. 
Failing to acknowledge all of these complex risk factors certainly puts the child in 
increased danger (Christian, 1999; Kaplan & Sadock, 1998; US Department of Health 
and Human Services, 1995). 
Physical abuse of a child is determined through a comprehensive examination. 
Unfortunately, identifying a child who has sustained inflicted injury may be very 
difficult. Although physical examination may meet the criteria alone for diagnosis, it 
may be necessary to rely on discrepancies between the child's history and the physical 
examination. Physical abuse to a child can be manifested in many visible injuries. 
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However, the most common types are skin injuries including bruises and burns, bone 
fractures, abdominal trauma, and brain injury due to shaking impact syndrome (once 
known as shaken baby syndrome) (Christian, 1999). 
Child sexual abuse, as defined by Kempe (1978), is the involvement of a child in 
sexual activities that he or she cannot understand, is not developmentally prepared for, or 
cannot give informed consent to. Perpetrators are usually individuals who are involved in 
the victim's life, including family members, neighbors, or teachers, and consistently 
misuse the dynamics of power and trust in the relationship with the child (Christian, 
1999). Although most cases are unreported, conservative estimates suggest that between 
0.5% and 1% of all U.S. children are victims of some form of sexual abuse each year 
(U.S. Department of Health and Human Services, 1995). 
Child neglect is more prevalent than child physical or sexual abuse according to 
reports from the U.S. Department of Health and Human Services (1988). Neglect has 
been defined as a "condition in which a caregiver permits the child to experience 
avoidable suffering and/or fails to provide any ingredients deemed essential for the 
child's physical, intellectual, and emotional growth and development" (Christian, 1999, 
pp. 205). Identification of neglect is difficult because it focuses on what the parent fails to 
provide. Neglect exists when the child's need for food, shelter, clothing, health care, 
education, supervision, protection, nurturance, love, modeling, guidance, and discipline is 
not met. Children who have been neglected may suffer birth defects, developmental 
delays, ongoing medical illnesses, and malnutrition. A specific condition related to 
neglect is 'failure to thrive' and occurs when a child fails to meet expected standards of 
growth. This could be related to the "child's inability to obtain, retain, or metabolize 
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nutrients normally, whether due to medical, nutritional, developmental, psychosocial, or 
environmental problems" (Christian, 1999, pp. 206). 
Regardless of the type of maltreatment, the effects on a child's development are 
everlasting. Abused and neglected children, whether in foster care or not, are at great risk 
for not forming healthy attachments (Rosenfeld, et al., 1997). The Erickson and Egeland 
study (1987), although not dealing specifically with foster children, reported on the 
parent-child relationship of maltreated children. After examining a sample of children 
with physically abusive (24), hostile/verbally abusive (19), neglectful (24), and 
psychologically unavailable (19) parents, Erickson and Egeland found no child to be 
securely attached and experiencing a common element of anger and behavior problems in 
school. Other researchers (McDonald et al., 1996; Paperny & Deisher, 1983; Sandberg, 
1989; Taussig, 2002) have also found that maltreated youth are also more likely than 
their non-maltreated peers to engage in delinquent, violent, and risky sexual behaviors, 
and they engage in these behaviors at an earlier age, at a greater frequency, and with 
more intensity. What is known about maltreated children entering the foster care system 
is that they represent an "at risk" group due to the consequences of poor attachment and 
inadequate care at home, and they manifest a host of emotional, behavioral, social and 
developmental problems (Benedict, Zuravin, Brandt, & Abbey, 1994; Clausen et al., 
1998; Hobbs et al., 1999; Hochstadt et al., 1987; Mclntyre & Keesler, 1986;). The next 
section will document the many forms of disturbances in foster children related to 
maltreatment and attachment. 
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Psychological and Behavioral Disturbances of the Foster Child 
Studies of abused and neglected foster children (Burland, 1980; Dubowitz, 1999; 
Erickson & Egeland, 1987; Green, 1978a; Hobbs, Hobbs, & Wynne, 1999; Hochstadt et 
a l , 1987; Kendell-Tacket & Eckenrode, 1996; Mrazek, 1993; Rogeness et al., 1986; 
Sundell, 1997) have all presented findings on the common deficits of this population. 
These children have an increased incidence of developmental delays, psychiatric 
problems, behavioral problems, and school problems. The symptoms noted can be 
generalized to defective ego functioning, however there are specific categories where the 
impairment falls (Blaine, 1989). Blaine (1989) in an unpublished dissertation about the 
pathology of foster children makes note of four general categories of ego impairment: 1) 
developmental lag, 2) deficits in cognitive functioning, 3) difficulties in the modulation 
of impulses and affects, and 4) pathological object relations. In terms of the emotional 
development of foster children who have been maltreated, Morrison et al. (1999), discuss 
four factors that contribute to their emotional adjustment. The authors posit that the 
child's temperament, emotional expression and self-regulation, attachment, and social 
relatedness are all effected negatively within a disturbed or grossly disorganized 
environment (Morrison et al., 1999). Within this framework, this researcher has chosen to 
examine two of these categories, attachment and disturbances of impulses and emotional 
regulation, to further understand the presentation of these problems and to determine 
treatment needs based on these types of disturbances. 
As discussed earlier, initial attachments form the basis for all long-term 
relationships (Committee on Early Childhood, Adoption and Dependent Care, 2000). 
When the attachment experience of the child is insecure, harsh, punitive, and/or 
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inconsistent, the child's positive development is disrupted (Ainsworth & Wittig, 1969). 
Children displaying avoidant, ambivalent, or disorganized attachments are at a greater 
risk for a range of developmental problems (Crittendon, 1995). Furthermore, 
development in areas such as emotional regulation, social relatedness, and behavioral 
development can be severely disturbed (Morrison et al, 1999). For example, numerous 
studies (Elicker, Englund, & Sroufe, 1990; George & Main, 1979; Park & Waters, 1989) 
have found that disturbances in attachment greatly effect future relationships and social 
relatedness. This research has identified that insecurely attached youth display more 
aggression, angry behaviors, rejection, and negative affect in social situations than their 
securely attached peers do. In the Marcus study of children's attachments and adjustment 
in foster care (1991), it was found that externalizing behavior problems in foster children 
were positively correlated with an insecure attachment to the foster parent. Other 
behavioral manifestations of these deprived children include either apathy for social 
relationships or a hunger for them (Yarrow, 1961). Social apathy would be defined as 
"inadequate social responsiveness, indifference to social attachments, inadequate social 
discrimination, and lack of normal social sensitivity" (Yarrow, 1961, pp. 461). On the 
other hand, children who 'hunger' for attention and affection have been described by 
Burland (1980) as highly sexualized and promiscuous in their approach to others. These 
children experience indiscriminate attachments and will demonstrate an insatiable 
demand for attention from anyone they meet (Burland, 1980). These behaviors put the 
child at risk for reactive attachment disorders. Other behavioral dimensions to assess 
include problems with showing affection appropriately, comfort seeking, help seeking, 
exploratory behavior, and abnormal reunion responses to the attachment figure (Zeanah 
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et al., 1993). Two other clear behavioral indicators of a child who has been abused and 
has trouble relating to others include the overly compliant or passive posture and the 
extremely aggressive and demanding posture (Burland, 1980). The child demonstrating 
undemanding behaviors aimed at maintaining a low profile has adapted to the abusive 
situation by trying to avoid the abusive parent. The child using the rageful and sometimes 
hyperactive stance is venting frustrations at not getting his basic needs met. This child 
has adapted by seeking to provoke others to get the attention he needs (Burland, 1980; 
Mrazek, 1993; Rosenfeld et al., 1997). These attachment-related difficulties might 
alienate foster parents and prevent stabilization of the placement (Morrison et al., 1999). 
In fact,when the child eventually begins to attach to the foster parents, they may 
experience loyalty conflicts between biological parents and the substitute caregivers. In 
these cases, the child will use behavioral problems as a means of testing limits to see if 
the foster parent will leave them (Eagle, 1994; Green, 1978a; James, 1994; Pilowsky & 
Kates, 1996). If the caretakers' efforts to attach are met with resistance and rage, it is 
doubtful they will want to invest the emotional energy in the relationship, and the 
disturbed cycle of poor attachment continues (Morrison et a l , 1999). 
Emotional expression, as defined by Morrison et al. (1999), is the "capacity to 
convey emotional experiences in nonverbal or verbal mediums" (pp. 41). Emotional 
regulation is the "set of processes involved in initiating, maintaining, and modulating 
emotional responsiveness, both negative and positive" (Grolnick, Bridges, & Connell, 
1996, pp. 928). Typical development of expression and regulation occurs through 
positive emotional caregiver modeling and primary sensory organization by the infant. 
Grossly pathological or disorganized care can impede the child's ability to self-regulate 
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(Greenspan & Wieder, 1993). Parental modeling of poor strategies to discharge emotions 
such as domestic violence, substance use, or abuse can affect the child's own emotional 
regulation. Abused children in foster care may hold the belief that their parents were 
right to abuse or neglect them. They may view themselves as "bad" and their biological 
parents as "good" (Rosenfeld et al., 1997). This need to keep the external object as 
"good" no matter how "bad" it may be demonstrates their disturbed self-concept and 
faulty objecPrelations. Resorting to primitive defense mechanisms such as denial, 
projection; introjection, and splitting helps the abused child cope with the threatening 
internal and external parental image (Green, 1978a; Green, 1978b; Rosenfeld, et al., 
1997; Timberlake, 1979). 
When dealing with children who have been victims of sexual or physical abuse 
and/or neglect, it is necessary to examine the trauma perspective to better understand 
their disturbed emotional expression. The concept of traumagenic states of the sexually 
abused child, first proposed by Finkelhor and Browne (1986), include four phenomena 
that are both the response to the trauma and the foci for therapy. These are the traumatic 
sexualization of neutral stimuli, betrayal by other and self, stigmatization (secrecy), and 
powerlessness (of oneself and over own responses) (Finkelhor & Browne, 1986). 
Beverly James (1989) expands the concept to include descriptions of symptomatic 
behaviors that are frequently observed among traumatized children, and Williams et al. 
(2001) suggest these descriptions are equally applicable to children in foster care. These 
symptoms are: "1) self blame, 2) powerlessness, 3) loss and betrayal, 4) fragmentation of 
bodily experience, 5) stigmatization, 6) eroticization, 7) destructiveness, 8) dissociation 
and multiple personality disorders, and 9) attachment disorders" (James, 1989, pp. 21-
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37). The guilt and feelings of stigmatization, loss, and powerlessness the child feels 
when removed from the home can lead to disturbed expression of emotions. For 
example, the child can demonstrate internalizing behaviors such as withdrawal and 
dissociation or externalizing behaviors such as aggression and destructiveness (Williams 
et al., 2001). As mentioned earlier, they may also take on an overly demanding or overly 
compliant posture when relating to adults (Burland, 1980). It is clear that these behaviors 
are reactions to the child's earlier relationships with an abusive adult (Williams et al., 
2001). 
Another way of coping with the control issue in an abuse situation is the 
development of a "fixation to the trauma". Green (1978a) found that children developed a 
tendency to reenact the traumatic situation as the bad child in order to elicit punishment 
from an adult. This may be considered a "defensive reaction which permits the abused 
child actively to recreate, master, and control the painful affects and anxiety which 
otherwise might be instigated by the environment" (Green, 1978a, pp. 96). 
In response to abuse and/or neglect, the child may develop severe behavioral 
responses such as hyperactivity, aggressiveness, self-destructiveness, and rage (Morrison 
et al., 1999). Rosenthal (1987) proposes that the abused child takes on an 'aggressive 
posture' to defend himself from the aggression of others. This 'role of the aggressor' 
places the child in the safe position to strike first and allows the child to deny his own 
feelings of weakness and helplessness (Rosenthal, 1987). Other externalizing behaviors 
include impulsivity, restlessness, self-mutilation, bullying, violence, explosiveness, 
promiscuity, sadism, angry sexuality, and truancy (Burland, 1980; Green, 1978a; 
Rosenfeld et al., 1997). Green (1978a) found that abused children with surrogate parents 
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lack the ability to delay impulses and preferred motoric expression of affect over verbal 
expression. This behavior also masks internal feelings of depression and anxiety, and 
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because of their inability to modulate and self-regulate emotions, these children will 
resort to destructive behaviors to express themselves (Burland, 1980; James, 1994; 
Rosenfeld et al., 1997; Timberlake, 1979). 
Regulatory disorders are characterized by difficulty in regulating behavior and 
physiological, sensory, attentional, motor, or affective processes (Zero to Three/National 
Center for Clinical Infant Programs, 1994). Abuse, neglect, and subsequent placement in 
the Child Welfare system influences the functions affected by regulatory disorders. For 
example, children may be oversensitive to loud noises and may be distracted by visual 
images. They may hyporeactive to pain manifested by their lack of response to self-
mutilating or head banging activities. On the other hand, they may be hyperreactive to 
touch, and children with histories of sexual abuse may exhibit extreme tactile 
defensiveness. Children who fall in the motorically disorganized subtype of regulatory 
disorders exhibit aggressive behaviors, short attention spans, and high activity levels. 
Other children may fall within the negative/defiant subtype. These children have 
difficulty adapting to their new situation and externalize their struggles to become 
controlling and stubborn (Morrison et al., 1999). On the other side of the continuum, 
children may exhibit underreactive symptomatology. These children are withdrawn, 
difficult-to-engage, and seem apathetic in their behavior and play. They can be less 
responsive to verbal input due to auditory-verbal processing problems. They may fall in 
the fearful/cautious category and have difficulty engaging with the new caregiver, cry 
frequently, and take a long time to recover from negative emotions. This underreactive 
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pattern seems to be less common in foster children because these children are too busy 
monitoring their environment and taking on the aggressive posture or self-protective 
stance (Morrison et al., 1999). 
It is clear that after reviewing the literature on the symptomatology of foster 
children within the attachment and emotional regulation areas of development, there are 
commonalties to be found. Blaine (1989) summarizes the specific areas of pathology 
among the maternally deprived, abused foster child. These include: "1) overall 
impairment in ego functioning, 2) inability to bind anxiety, 3) pathological object 
relationships, 4) primitive defense mechanisms, 5) impaired impulse control, 6) impaired 
self-concept, 7) masochistic and self-destructive behavior, 8) aggressive behavior toward 
others, 9) difficulties with separation, and 10) difficulties with school adjustment" 
(Blaine, 1989, pp. 54). Although these symptoms are not limited to foster children, they 
are more prone to experience these pathological symptoms for a longer period of time 
and possibly well into adulthood (Rosenthal, 1987). The following section will review the 
studies conducted regarding the prevalence of these particular behavioral and 
psychological problems among foster children, and then the literature review will turn to 
the treatment needs and treatment models of foster children. 
Research on the Psychological and Behavioral Problems of Foster Children 
Many research studies have been conducted on the behavior problems and 
psychopathology of children in foster care. The most prominent studies from the last 
twenty years will be reviewed with particular attention being paid to the most prevalent 
symptoms discovered. 
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The early literature consisted of descriptive summaries of clinical observations, 
information gathered through interviews with foster parents, child welfare workers, 
health care providers, and social workers, and early scales developed to measure specific 
behaviors and emotions. Swire and Kavaler (1977,1978) looked at two samples (n=T79, 
ages 1 to 15 years and n=279, preschool age) and used a rating scale they developed and 
the Denver Developmental Screening Test, respectively. In the first study, they found 
that 96% of their population were impaired and 35% to be markedly to severely impaired. 
They found that 10% of the preschoolers to be abnormal in psychological development. 
Fanshel and Shinn (1978) conducted a long-term 5-year longitudinal study and looked at 
individual psychological evaluations of all the children (ages 0-12 years) placed in foster 
care in New York City in 1966. They found that at any given interval, about 24% of the 
foster children were classified as "abnormal" or "suspect". Because this estimate 
excludes those children placed in treatment settings, this rate was considered an 
underestimate of the psychopathology of foster children. Swire and Kavaler (1978) along 
with White, Benedict, & Jaffe (1987) also noted that when compared with children with 
similar demographic profiles (low-income, high poverty), children in foster care appear 
to be at a higher risk for psychopathology. Simms (1989), looking at 113 children from 0 
to six years, used a battery of developmental tests and foster parents' interviews and 
clinical observations. This study found 39.8% of the children to be abnormal with 
significant psychopathologies and 69% to be developmentally delayed. Timberlake, in a 
1979 study comparing aggressive coping behaviors and depressive reactions among 30 
physically abused and 30 non-abused children in foster care, found high incidences of 
depression and aggression in the abused foster children. Again, scales developed in an 
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earlier study conducted by the author were used to measure the variables. Frank (1980) 
also authored their own rating scale, and with 50 children from 6 to 12 years of age, 
found 79-91 % to be severely impaired. These studies describe a high frequency of 
psychopathology among children in family foster care, but as Pilowsky (1995) notes, 
"neither standardized instruments nor comparison groups were used consistently" so it is 
not known how these findings compare with normative data under statistically reliable 
measures (pp. 908). 
More recent research using standardized instruments has addressed these 
methodological weaknesses. Most commonly, Achenbach's Child Behavior Checklist 
(CBCL), along with the Vineland Adaptive Behavior Scale and the Louisville Behavior 
Checklist, have been used in several studies. Moffatt et al. (1985) conducted a study of 
35 children from 0 to 18 years using the CBCL and teacher questionnaires. The study 
found a 29% prevalence of abnormality in these foster children. Mclntyre and Keesler 
(1986) identified 158 foster children between the ages of 4 and 18 and measured ratings 
from the CBCL, given to their foster parents. Nearly half (48.7%) of the foster children 
manifested clinical psychological disorders. This is more than twice the rate of disorders 
reported by Fanshel and Shinn (1978) and 39% higher than those found in the Swire and 
Kavaler (1978) study. The full spectrum of syndromes measured by the CBCL were 
represented in this study, with 14 of the 26 externalizing pattern syndromes occurring 
more often among the foster child population. Thompson and Fuhr (1992) reported a 60-
80% rate of abnormality in the 50 children (ages 6-18) they studied, again using the 
CBCL and other instruments. Hochstadt et al. (1987) provided a medical and 
psychosocial screening to 149 abused and neglected children (ages 10 days to 17 years) 
28 
entering the foster care system using the Denver Developmental Screening Test, the 
Vineland Adaptive Behavior Scale, and the Louisville Behavior Checklist. Along with 
medical and developmental delays, they found major deficits in adaptive behavior and a 
large number of behavioral problems associated with psychiatric disorders. The Hulsey 
and White study (1989) included only children entering foster care for the first time and 
is noteworthy because investigators compared this population with a group of 
economically disadvantaged children who had never been placed in out-of-home care. 
Using the CBCL, Hulsey and White (1989) measured the levels of psychopathology of 65 
children ages 4 to 8. Levels of psychopathology were significantly higher among the 
foster care children than among the comparison group. 
Other research has been done documenting the behavior problems of foster children 
compared with adopted children, in regards to re-placement issues, and on the impact of 
reunification. Brand and Brinich (1999), citing past inconsistencies in research regarding 
adopted children, designed a study to randomize a large enough sample, to limit the 
attention to nonrelative adoptions, and to compare the adopted children with children 
living with one biological parent and foster children. The hypothesis was that the foster 
children would have the most mental health contacts and the highest scores on a behavior 
problem index. The results showed that the foster children were, in fact, the most likely 
to have received treatment in the past 12 months and had the highest score on the 
problem behavior scale. 
Pardeck (1983) focused on foster children with behavioral and emotional 
problems and analyzed the association of these problems with placement stability and 
continuity. Three of the main reasons causing re-placements were home behavioral 
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problems, school behavioral problems, and emotional problems, and nearly 25% of the 
children experienced at least three foster placements. The findings suggest that a positive 
relationship exists between re-placement and children who come into foster care because 
of behavioral or emotional problems. The findings support the belief that children who 
bring these emotional and behavioral problems into care are prime candidates for re-
placement. 
Another study examined the impact of child psychosocial functioning on the 
probability of reunification over an 18-month period for 669 children ages 2-16 
(Landsverk et al., 1996). The researchers examined standardized measures of behavior 
problems (CBCL) and information from case files regarding emotional/behavior 
problems, developmental/learning difficulties, and physical and/or medical problems. 
Results indicated a negative impact of externalizing behavior problems and 
emotional/behavioral problems on reunification from out-of-home placement. Children 
with problems were one-half as likely to be reunified compared with children without 
problems. However, Landsverk et al. found the impact of externalizing behavior 
problems was observed in foster care but not in kinship care. 
A look at two specific studies on adoptive youth demonstrating externalizing 
symptomatology gives implications on the risks of foster placement. Rogeness et al. 
(1988) conducted a study on adopted youth admitted to an inpatient psychiatric facility. 
The research found that adopted boys had more concentration symptoms and 
hyperactivity symptoms than non-adoptive boys and an overrepresentation of 
externalizing disorders in the adopted group. In a study conducted by Simmel et al. 
(2001) the extent of symptomatology related to attention-deficit hyperactivity (ADHD) 
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and oppositional defiant disorder (ODD) was examined in a sample of adopted youth. A 
striking number qualified as manifesting symptom levels for these externalizing 
behaviors, 29% of the sample for ADHD and ODD combined. The clearest risk factors 
implied from these results include histories of pre-adoprion abuse/neglect, later age of 
adoption, prenatal drug exposure, and placement in multiple foster homes prior to 
adoption. 
With the current studies, it is difficult to determine the most prevalent diagnosis 
for these children because instruments that yield a diagnosis, such as the Diagnostic 
Interview Schedule for Children, have not been used (Pilowsky, 1995). Because most 
studies have implemented Achenbach's Child Behavior Checklist, we can instead 
estimate the prevalence of psychopathology and the symptoms of internalizing vs. 
externalizing disorders. For example, in the subjects studied by Mclntyre and Keesler 
(1986), almost half manifested psychological syndromes, with both externalizing and 
internalizing disorders being over-represented in all age groups. Fanshel et al. (1990) 
found a high frequency of conduct problems, which were defined in terms that roughly 
parallel Achenbach's externalizing disorders category and the DSM-IV diagnosis of 
conduct disorder. The most common behaviors found were running away, stealing, 
destruction of property, drug use, and gang membership. Stein et al. (1994) used a 
relatively unknown instrument (the Standardized Clinical Information System) to 
determine the psychiatric disorders of children in foster care. The SCIS conforms to the 
DSM criteria for childhood disorders. The study found that 41-63% of the 248 children 
(ages 4-16) had scores indicating pathology involving one or more disorders, with 
conduct disorder as the most common. 
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Although researchers are still tentative to generalize the findings about the types 
of psychopathology, some conclusions can be made. Pilowsky (1995) writes, "the 
evidence suggests that externalizing disorders, especially delinquency and antisocial 
behavior, are highly prevalent in this population" (pp. 909). Other emotional and 
behavioral problems causing moderate to severe impairment include conduct disorder, 
attentional disorders, aggressive behavior, and depression, as the most common (Gries, 
1986; Pilowsky, 1995). If this trend is accurate, it is clear that professionals working with 
foster children should be concerned. Fanshel et al.'s (1990) longitudinal look at this 
population has shown that foster children with conduct disorder are likely to engage in 
delinquent behavior as adults. It is also clear that children with behavioral disturbances 
have a longer length of placement and are less likely to be reunified compared to children 
free of these problems (Landsverk et al., 1996; Pardeck, 1983; Simms & Halfon, 1994). 
These findings show the increased prevalence of these problems and the need for a more 
preventive approach aimed at these kinds of problems (Pardeck, 1983). 
The following sections will review the literature regarding the treatment needs of 
these foster children, identify the common goals that have been established, and then 
summarize the most recent models of treatment for working with foster children. 
Treatment Needs of Foster Children 
Along with the damages done by abuse and neglect, placement into a foster home 
brings up many issues for the foster child. The literature agrees that the most common 
psychological effect experienced by most foster children is the sense of rejection and 
abandonment (Gries, 1986; Kaplan, 1982; Kohut, 1971; Molin, 1988). These children 
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must also deal with grief and loss as they work though the initial separation (Eagle, 1994; 
Molin, 1988; Timberlake, 1979). Another issue that arises out of this rejection is the 
sense of shame, which is damaging to their self-esteem, self-image, and personal identity 
(James, 1994; Kohut, 1971; Rosenthal, 1987). The theme of overall hunger, symbolizing 
physical and emotional deprivation of the child, is another issue that arises as a treatment 
need for this population (Gonick & Gold, 1992; Rosenthal, 1987). Foster children also 
experience a sense of helplessness, which manifests in an inability to maintain control 
(Rosenthal, 1987). Finally, foster children are aware of the temporary and unstable 
situation they are in, and this ultimately effects they way they handle adjustment to 
relationships with all adults (Gries, 1986; Katz, 1968; Molin, 1988). This section will 
review each of these specialized issues foster children face and then summarize the 
treatment goals for this population that have been determined by several authors. 
The foster child experiences the traumas of neglect, abuse, and abandonment, and 
symptomatically these issues take on many forms, as discussed in previous sections. For 
the child, the core issue is one of rejection (Blaine, 1989; Rosenthal, 1987). The child's 
developing mind, damaged by abuse and neglect, is incapable of understanding that they 
are not the cause of the abuse or the separation (Rosenthal, 1987). Feelings such as 
blame arise from this rejection. Kaplan (1982) notes that foster children often blame 
themselves for their displacement from home. This self-blame may be an internalization 
from the blame that was placed on the child from the biological parents (Rosenfeld et al., 
1997). Gries (1986) argues that the foster care experience of being separated from both 
parents as well as expelled from the home results in a far greater sense of social ostracism 
and isolation- The child's sense of physical and emotional safety is also important to 
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address. It is important to provide safe containment and a positive holding environment 
for the child, one that is free from anxiety or rejection (Gonick & Gold, 1992). Winnicott 
(1960) stresses that the holding environment initially provided by the caregiver provides 
safety and object constancy. The foster child, who may or may not have been adequately 
and consistently cared for, needs the assurance of a safe external environment to maintain 
a positive internal image of the self (Spitz, 1965). 
The child's reaction to the disruption of family ties usually falls second in 
treatment to the psychological effects of the maltreatment (Eagle, 1994; Fanshel et al., 
1989). This means that issues of grief and loss are not fully addressed with the foster 
child. According to Bowlby (1982) and Furman (1974,1984), there are five conditions 
that facilitate mourning in children. These conditions include attainment of object 
constancy, understanding the finality of the loss, availability of a surrogate parent who 
can take care of the child's needs, being allowed to grieve by others involved in the 
relationship, and a relatively secure relationship with the lost loved one. It is assumed 
then that these conditions do not exist when an abused or neglected child is placed in a 
foster home. For these children, the mourning process is absent or incomplete (Eagle, 
1994). Although research is unclear as to whether mourning necessarily needs to follow 
the sequential mourning model prescribed by Fraiberg (1962) and Kubler-Ross (1969), it 
is certainly necessary to address how the child expresses and gains mastery over the grief 
invoked by parental separation and loss (Eagle, 1994; Kates et al., 1991). 
The rejection the child feels from the separation and the blame they internalize 
often results in low self-esteem and identity confusion (Blaine, 1989; Kaplan, 1982; 
Molin, 1988). This theme has been identified by Rosenthal (1987) as shame. Blaine 
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(1989) writes that the "child cannot afford to show the world the most vulnerable and 
hated aspects of themselves. They may create a hard external shell, a facade for all the 
world to see that they are not injured, not defective, and most of all, not vulnerable" (pp. 
75). These feelings result in the child making great attempts to hide their status as 
undesirable or a castaway (Gries, 1986). The child's extreme defenses against feelings of 
shame are interpreted by Winnicott (1960) and Rosenthal (1987) as the development of 
the "false self serving to protect the "true self from exposure to pain. The "repudiation 
of shame and the quest for perfection" seems to be the backbone of the child's every 
interaction (Gonick & Gold, 1992, pp. 437). One typical way this quest for perfection is 
manifested is in the child's exaggerated displays of mastery. They may constantly and 
excessively call attention to themselves to encourage pride from the caregiver (Gonick & 
Gold, 1992). Gonick and Gold (1992) also note that another expression of shame in the 
foster child's experience is that they cannot admit fault of any kind, no matter how slight. 
This egocentricism in their understanding of events leads them to believe that they have 
done something to ca use the abuse or abandonment (Gonick & Gold, 1992) causing 
further damage to their frail sense of identity. 
The issue of physical and emotional hunger arises in the treatment of the foster 
child because of their sense of feeling so deeply and permanently empty (Blaine, 1989). 
The child's attempt at self-nurturance and their desire to fill the emptiness inside 
consumes the child's attention and becomes almost a compulsive trend (Blaine, 1989; 
Gonick & Gold, 1992; Rosenthal, 1987). These children express their need for 
nurturance through an endless quest for physical contact, material items, containment and 
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boundaries, the ideal mother/child love, and even perhaps actual food. It seems that what 
they truly need is the promotion of a capacity for self-nurturance (Gonick & Gold, 1992). 
The foster child's aggressive posture towards others is usually interpreted as an 
inability to control impulses or modulate affect, as discussed in previous sections. 
However, the over-aggressive behavior and hostility is also believed to be an attempt to 
impose order and control over their lives. This is observed in treatment of the foster child 
as the opposing theme of helplessness and control (Rosenthal, 1987). As a result of the 
child's fragmented or nonexistent family life, the child is deprived of feelings of 
autonomy or any feelings of control over his or her destiny (Gries, 1986). The struggle 
between these polarities of feeling helpless and wanting control can be seen in children 
who are bossy, belligerent, and excessive. Especially in abused children, the intention to 
control others though intimidation is usually a re-creation of their own trauma experience 
(Gonick & Gold, 1992; Rosenthal, 1987). On the other hand, there are those children 
who present as excessively cooperative or rigidly passive. It appears as if these children 
are completely surrendering their autonomy and identity. These qualities represent the 
themes of helplessness and depression and are most often found in children who have 
suffered a loss of a parental figure at a crucial early period (Gonick & Gold, 1992; 
Rosenthal, 1987; Spitz, 1965). For any of these foster children, it is noted that the sense 
of helplessness pervades his or her other life experiences and is an important theme to 
address in therapy (Gries, 1986; Rosenthal, 1987). 
Finally, the idea of unpredictability contributes to the foster child's way of 
experiencing other relationships, especially with the foster parents. The major task of 
children in this separation process is the breaking of old bonds and the formation of new 
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ones (Blaine, 1989). This process contributes to a major loyalty conflict between the 
biological parents and the foster parents (Blaine, 1989; Kates et al., 1991; Rosenfeld, 
\ 
1987). Also because some children are re-placed multiple times within different foster 
families, they may become confused about the roles of the adults in their life. "Children 
are faced with a dilemma concerning with whom to identify, and in addition to struggling 
with loyalty must also struggle with multiple identities" (Kates et al., 1991, pp. 587). It 
may be very difficult for the foster child to willingly attach to another caregiver because 
any previous expectations the child has about these types of relationships are followed by 
loss (Kates et al., 1991). Foster children end up being at the "mercy of a system which 
imposes its rules and beliefs on them, often without regard for the child's emotional well-
being" (Blaine, 1989, pp. 90). Visitations by the biological parent(s), though mandated by 
the system, often contribute to the conflict and instability the child feels within their 
relationships. It is extremely difficult for a child who has suffered so much loss and 
trauma to make quick and simple adjustment to this type of unpredictable situation. It is 
almost unrealistic to expect the child to relate to two sets of parents, and with the high 
rates of re-placement among children with emotional and behavioral problems, it may 
even be more than two sets of parents (Blaine, 1989; Pardeck, 1983). Also, it is 
understood that children who have been in foster care for longer periods present 
differently than children new to the experience. These children become experienced in 
ways to 'manipulate' the system, using their skills to preserve their bond to their 
biological parents and resisting the help of the powerful adults outside the family (Molin, 
1988). This turmoil between stability and unpredictability is important to address both for 
the foster child and the foster parents (Molin, 1988). 
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The awareness of these specialized treatment needs of foster children makes way 
for a determined set of goals for therapy with the foster child. The next section will 
review various goals that have been prescribed for the treatment of foster children. 
Goals for Treatment with Foster Children 
The development of treatment goals for the unique needs of the foster child is a 
crucial part in reinforcing successful therapy. Authors based in psychoanalytic and object 
relations theory concur that therapy should be aimed at: 1), defective ego functions, 2) 
primitive defenses and, 3) pathological object relations (Blaine, 1989; Green, 1978a; 
Gries, 1986; Katz, 1968). In other words, the therapy should help the child accept his 
feelings of loss and rejection without repeating it, and to move on to adaptive ego 
functioning and healthy relationships (Blaine, 1989). This general task can be broken 
down into different goals for therapy, and some of the ways this has been done is 
summarized. 
Leonard Gries (1986) delineates five general goals for treatment with the foster 
child. The goal of clarification aims to dispel the confusion the foster child has about his 
or her placement. The confused child, blaming himself or some irrelevant event to the 
separation, harbors irrational or fantasized beliefs about the situation. It is crucial to 
clarify the past events and dispel the misconceptions in a reality-based manner. Relating 
and communicating is the general goal prescribed to deal with the child's faulty object 
relationships. The foster child's initial attachment has been disrupted, causing the child 
to distrust others, be defensive and even avoidant of new relationships. It is necessary to 
build a positive, trusting, therapeutic relationship with the child, allowing the child to feel 
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secure about expressing his feelings openly. The companion goal would be to generalize 
this positive relationship to other significant relationships the child will have. Another 
goal is establishing control. As reviewed earlier, the foster child is typically deprived of 
feeling autonomous and in control over his or her life. The sense of unpredictability and 
helplessness pervades the child's life. Restoring or developing a sense of order becomes 
a very important objective in therapy. This goes along with increasing the child's 
internal locus of control, which eventually leads to the realization that positive or 
negative consequences can be directly related to the child's efforts or behaviors. It is 
important to help the child understand their personal responsibility for their behaviors, 
and a sense of control over their feelings and thoughts. Another important goal, 
applicable to other cases but extremely relevant to the foster child, is enhancing self-
esteem and positive identity formation. The therapist must assist the child in 
acknowledging and accepting the abandonment, rejection, abuse, or neglect, while 
maintaining and building positive feelings about himself at the same time. Although this 
is a difficult task, it is crucial for the foster child's damaged ego. Finally, Gries (1986) 
developed the goal of desensitization. This is a necessary goal for the child in temporary 
placement with plans to return to his or her biological parents. Due to the adverse 
situations surrounding the child's initial placement into foster care, they may have intense 
fear responses resulting in avoidance tendencies. Once certain the dangers cease to exist, 
the child needs to be reconditioned to associate positive, pleasant feelings with the 
parents while eliminating the fear reaction. This is important to address before family 
sessions and before home visits, in preparation for reunification. 
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Timberlake (1979) describes specific work with physically abused and overtly 
aggressive foster children. She found in her study that the "overt aggressive behavior 
reflects a foster child's attempts to escape from painful feelings as well as identification 
with a parental aggressor and social learning of aggressive behavior" (pp. 290). In order 
to address this specific need, she delineates four direct treatment goals. Working through 
grief and loss involves understanding the phases of grief work and helping the abused 
child re-experience earlier and current losses in an appropriate and directed way such as 
play therapy. The phases, taken from Fraiberg (1962), include grief and withdrawal, 
emotional neutrality, negative and hostile feelings toward parent substitutes, 
ambivalence, and establishment of new relationships of affection and trust with 
significant adults. The second goal is decreasing self-defeating actions. This involves 
giving immediate attention to the loss the child has suffered and teaching new affective 
coping skills. The self-defeating aggressive behavior reflects an inability to cope and a 
learned pattern of expressing feelings. By giving firm limits and teaching new ways to 
express feelings, you can prevent the buildup of excessive affect, which usually leads to 
aggressive behavior. Building social relationships involves building a therapeutic 
alliance that promotes positive interactions for the child in peer situations and with other 
significant adults. Finally, the goal of enhancing self-image is meant to build the child's 
ego boundaries to ensure aggression in service of the ego, instead of improper channeling 
of aggression used as a self-defeating behavior. 
In keeping with the similar treatment needs described above, Kates et al. (1991) 
describes goals that address these needs and also the important question of "Whose child 
am I?" The primary tasks in individual treatment must include "1) mobilizing the child's 
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ego resources to help the child both integrate conflicting images and experiences in 
relation to biological and foster parents and regulate self-esteem, 2) assisting the child to 
rework early stages of development in which the capacity for engagement and attachment 
have been seriously undermined, 3) assisting the child to build a stable sense of self and 
to construct a sense of familial identification in which to address the issue, "Whose child 
am I?" (Kates, et al., 1991, pp. 587). 
Doyle and Bauer (1989) established another set of goals for work with severely 
traumatized youngsters. They developed a Seven Treatment Objective Recovery Model 
for work with children in a residential setting presenting with aggressive and self-
destructive behaviors. These children, with primary diagnoses of PTSD, were victims of 
physical and sexual abuse, neglect, domestic violence, and multiple foster placements. 
Objective one is the establishment of the therapeutic relationship. Because of the severe 
trauma and multiple out-of-home placements, this is probably the most difficult to 
achieve, but the most important for the child in the development of new positive 
attachments. Objective two is education on the stress recovery process. This is meant to 
teach the children about the process and effects of traumatic stress. For the foster 
children, the therapists presented the child's history of placements and how it all relates 
to their current issues. Gaining an understanding on the multiple stresses in their lives 
provides a sense of relief in finally understanding the origins of their issues. Objective 
three is management and reduction of stress to provide anger management and relaxation 
techniques to give the children a more constructive means for discharging emotions. 
Objective four is articulation of affect. Through the mediums of art, music, and writing, 
the children were encouraged to openly and appropriately express and label their feelings. 
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Objective five is reexperience of the trauma, although for young children the pain 
associated with the trauma experience is sometimes too much for their damaged egos to 
handle. Objective six is cognitive transformation to make the children aware of their 
faulty perceptions of self. This helps the child reduce self-blame and the distorted self-
view and increase their positive identity. Finally, objective seven is integration of the 
experience. Although it is impossible to forget the trauma experience, the children are 
encouraged to mourn their loss and deal with the loneliness of multiple placements. The 
use of creative media such as art, music, poetry, and dance can help the child sublimate 
their anger in a more appropriate and creative way. 
The treatment needs and goals reviewed above agree that interventions with the 
foster child should be aimed at ego integration, improving reality testing, working 
through grief and loss, containment of drives and impulses, strengthening of high level 
defenses, and improvement of pathological object relations (Blaine, 1989). Therapeutic 
interventions specifically for the foster child range from psychoanalytic play therapy to 
child analysis. Rosenthal (1987) advocates for more active, even intrusive, interventions 
to meet the foster child's treatment needs. The following section will review some of the 
approaches and alternative orientations to working with the foster child. 
Different Approaches for Working with the Foster Child 
Interventions specifically designed for foster children are built around the same 
treatment needs but are based on a variety of orientations. Some of the more unique 
approaches and treatment models include: a developmental model combined with the 
tenets of crisis intervention, coeducational discussion groups, a psychotherapeutic 
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approach using attachment theory, the Pynoos school-based group therapy model for 
children who have experienced trauma, a group treatment approach to increase placement 
stability, a multidimensional treatment program aimed at the child's community setting 
and family environment, a music therapy approach, and an expressive arts therapy 
approach utilizing art and movement. These approaches will be summarized, giving 
specific objectives, methods, and implications for the need of a comprehensive approach 
to treatment. 
Clifton and Ransom's (1975) approach to working with the "placed child" is 
posited on the child's needs in the midst of a crisis, the child's perception of the 
separation and his uncertain environment, and an awareness of the child's emotional and 
cognitive development. "It is vital to the young child's emotional development that he be 
helped to deal with his placement experience in such a way that he achieves an adaptive 
resolution of this crisis" (pp. 109). With this approach, symptoms are seen as a 
"disequilibrium response to the separation, which has threatened his security and 
emotional homeostasis" (pp. 116). Looking at treatment from a crisis intervention and 
developmental standpoint, Clifton and Ransom (1975) suggest that there is greater 
"acceptance of explicit, time-limited goals, important to the child whose need for security 
and emotional gratification is pressing" (pp. 110). Also, the therapist can assume an 
active role in assessing the situation and encouraging expression of feelings and open 
confrontation as developmental^ appropriate for the child. It is crucial here to 
understand the child's developmental stages and his needs. Finally, specific crisis 
intervention techniques such as direct advice and environmental manipulation can be 
utilized. The authors describe three cases in which the symptoms of each child, 
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withdrawal, destructiveness, and temper tantrums, were seen as symptoms signaling a 
crisis. Three objectives were determined: "1) directive guidance toward enabling the 
parents, foster parents, or agencies to stabilize the child's environment, 2) helping the 
parents deal with their own feelings about the disrupted relationship, and 3) use play 
therapy to assist the child in coping with the confused and frightening emotions that 
attend the experience of placement and separation" (pp.117). This approach is seen as 
primary prevention, to ensure the children are not left hurt and damaged as the crisis 
overcomes them. 
Another approach developed by Ludlow and Epstein (1972) deals with the 
questions that foster children have about their identity and position in life. It also 
addresses the process of foster care on a level that children can understand. The program, 
directed toward relatively symptom-free preadolescents, called for groups of 6 to 8 
children to meet in coeducational discussion groups weekly for 8 weeks. The objectives 
were to 1) address the foster children's questions, 2) make them aware that current 
problems may be intensified by adolescence, 3) demonstrate the agency's concern and 
open up trust between the staff and the children, 4) provide a much needed service, and 5) 
provide an open medium for discussion and a way for the agency to understand the 
children's feelings, knowledge, and needs. Although the leaders were meant to deal 
primarily with general issues and avoid therapy-oriented discussion, some experiences so 
strongly affected the children that they needed to be brought up. The open format of the 
discussion groups allowed for all the children's questions to be answered and for similar 
experiences to be shared without criticism. The meetings also opened doors between the 
children and their workers. The approach, although initially meant as a preventative 
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orientation program, evoked behavioral changes in the children as well. Ludlow and 
Epstein (1972) report positive results in this ongoing group orientation approach, with the 
children developing a greater understanding of the system they have become a part of and 
security in sharing about their experiences. 
The concepts of developmental psychopathology, with the idea of the internal 
working model derived from attachment theory, provide the basis for the approach 
developed by Pearce and Pezzot-Pearce (2001) for children with insecure attachment 
styles. The authors posit that the internal working model, derived from attachment 
theory, partially explains the association between adverse environmental experiences and 
difficulties evidenced by foster children in their relationships with others. Because the 
internal working model and interpersonal schema provides the child with a basic context 
for relating to others, those foster children with adverse histories of neglect and/or abuse 
will have problematic internal working models and interpersonal schema. This will lead 
them to overgeneralize to new relationships, acquire distorted perceptions of self, and to 
develop reactive styles that include disruptive and aggressive behaviors. The Pearce and 
Pezzot-Pearce (2001) approach addresses the child's insecure attachment style based on 
their problematic internal working models by providing a safe home with a nurturing and 
attuned caregiver, addressing the loss of the former caretaker in an age-appropriate 
manner, and providing individual psychotherapy that challenges the maladaptive internal 
working models of the child. Other strategies they describe include early intervention 
with infant-parent psychotherapy, addressing the emotional arousal of the child and 
developing coping skills, countering the effects of preemptive processing of social 
information, and developing a positive therapeutic relationship that can provide new 
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expectations for the child's future relationships. This approach guides therapists to 
intervene early, to involve multifaceted/interventions, and to offer many courses of 
[ 
treatment over time. Understanding that the problematic internal working model is only 
one of the many factors that contribute to the development of disturbances in foster 
children is another important concept of this approach. 
With his development of multiple treatment goals for the foster child, Gries 
(1986) utilizes different methods of therapy to address each goal. The treatment goals he 
addresses are clarification, relating and communicating, establishing control, enhancing 
self-esteem and identity, and desensitization. Gries describes his treatment of a single 
male foster child in therapy for over 2 V2 years. He notes that the "most frequently 
addressed goal pertained to learning to relate and communicate better with significant 
others, and the least frequently addressed goals pertained to establishing greater personal 
control and enhancing self-esteem" (pp. 384). The treatment approaches used throughout 
the sessions included play therapy with family puppets, role-playing with child-therapist 
and child-mother role reversals, the Mutual Storytelling Technique, specific behavioral 
and social skill instruction, therapeutic and competitive board games, games and 
techniques aimed at building personal control, thematic puppet play, and in vivo 
desensitization procedure. At the termination of treatment, Gries noted improved 
communication skills, gains in impulse control, increased attention span, increased ability 
to delay gratification, heightened sense of self-esteem, and a decrease in acting out in 
school. The merging of treatment goals is sure to take place as one goal area has an 
effect on other goal areas, but "therapeutic activities tailored to address each goal help 
provide greater structure and direction to treatment" (pp. 389). 
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The Pynoos School-Based group therapy model for use with foster children, 
described by Williams, Fanolis, and Schamess (2002), addresses the specific 
manifestations of trauma related behavior. Based on the work of Robert Pynoos with 
children who have experienced trauma, the model adapts the group therapy methods to 
address the emotional, social, and educational needs of children in out-of-home 
placements. "Because trauma symptoms are often expressed intrapsychically and 
behaviorally in ways that interfere with learning, (the model) addresses their 
manifestations within school settings" (pp. 58). The group therapy treatment model 
utilized Pynoos' four stages of the group (opening, middle, working through, and 
termination) and general treatment goals developed over each phase. These goals are to 
develop trust and cohesion, understand the concepts of separation, trauma, family, and 
trust, express feelings openly and honestly, develop empathy for others, enhance social 
skills, identify internal resources, understand their foster care experiences at a more 
complex level, facilitate a holding environment, and understand the link between their 
behaviors and their experiences. The goals were accomplished through a combination of 
open discussions, movement, art, and play activities, group games, and education of 
relaxation techniques. The group leaders found that the young children relied on 
expressive alternatives, such as art, movement, and play, to communicate their feelings. 
They also found that when relating trauma experiences, the foster children did not 
respond competitively, had no trouble listening and sitting still, but did not ask others to 
elaborate their stories. The children began to interpret others' behaviors during the 
working through phase, but did not reward each other for working therapeutically. 
Williams et al. (2002) found that the Pynoos model, which focuses on trauma and loss, is 
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particularly well designed to address the emotional and relational needs of foster children 
from a developmentally oriented, school based, and trauma sensitive viewpoint. 
Palmer (1990) descries another group treatment model for working with foster 
children. The model is designed to reduce the separation conflicts associated with 
placement breakdown. Due to the dearth in literature about group treatment for children 
with separation problems, this study set out to test the hypothesis that placement stability 
for foster children would improve if they received help in resolving separation conflicts, 
provided by a group treatment program. Separation conflicts can be described as 
children's reactions to events surrounding initial placement into care, their feelings about 
being in care, and about the partial loss of their biological families. In the sessions, the 
^hildrenwere encouraged to talk about their separation experience with the help of an 
eight-item questionnaire and to examine the significant events of their lives with a Life 
History Grid, or timeline of life events. The exercise was also meant to reduce self-
blame and recognize the events over which they had little or no control. Common 
feelings related were anger, sadness, fear, and relief, and common themes of nightmares 
and the importance of shared experiences emerged. The Palmer (1990) study found 
evidence that biological families must be kept involved from the beginning of the 
placement and that the children must be prepared for subsequent placements through 
home visits. The group treatment presented a unique opportunity for the foster children 
to share their feelings, reveal themselves openly to others with shared experiences, and 
experience a positive group interaction. 
Important in the treatment of foster children is a multidisciplinary, multifaceted 
intervention. The Multidimensional Treatment Foster Care (MTFC) model is shown to 
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be effective with severely emotionally disturbed, antisocial foster children and 
adolescents and involves three mechanisms that are critical to reducing conflict with the 
therapeutic milieu (Fisher & Chamberlain, 2000). These mechanisms involve: "a 
proactive approach to reducing problem behavior, the creation and maintenance of a 
consistent and reinforcing environment for participating youth, and the separation and 
stratification of staff roles" (pp. 1065). This model is based on the idea that for foster 
youth with antisocial behavior problems, the most effective treatment takes place in a 
community setting, developed to be a highly controlled family-like environment. The 
eWldferfare provided with close supervision, fair and consistent limits, predictable 
consequences for rule breaking, a supportive relationship with at least one mentoring 
adult, and limited exposure and access to delinquent peers. Highly specialized training is 
given to the program staff members and the MTFC 'parents' who maintain close contact 
with the case managers. Other members of the multidisciplinary team are behavior 
support specialists, youth therapists, family therapists, consulting psychiatrists, and case 
managers/clinical team supervisors. The entire team works together in their designated 
roles to maintain the structure of the program, provide positive work habits and academic 
support, closely monitor peer associations, follow through on rule violations, and support 
family members to increase the effectiveness of their parenting skills (Fisher & 
Chamberlain, 2000). The MTFC model for work with delinquent foster children provides 
evidence that a multidimensional and highly structured program can significantly 
improve behaviors and social skills. 
A music therapy approach to work with foster children is described by Layman, 
Hussey, and Laing (2002) and addresses the primary needs of the foster child. Some of 
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the emotjonal disturbances of the foster child that music therapy can address include 
"decreased impulse control, increased fear of rejection, increased aggression, decreased 
self-esteem, and inability to tolerate intimacy" (pp. 40). The authors posit that since 
music therapy is "an inherently non-threatening and inviting medium, it offers the foster 
child a safe haven in which to explore feelings, behaviors, and important therapeutic 
issues" (pp. 40). Also, music provides the groundwork for establishing a therapeutic 
alliance. Through the music, the child can learn social skills, develop a positive self-
concept and sense of mastery, decrease externalizing behaviors such as aggression and 
impulsivity, address issues of abandonment and loss, and feel safe in openly expressing 
their feelings. Techniques utilized in music therapy may include "live music production, 
song writing, musical social stories (accompanied by music making), improvisation, lyric 
analysis, movement to music, or receptive music listening" (pp. 40). "As a medium, 
music therapy has enormous range and versatility in meeting the diverse needs and 
developmental ranges of foster care youth" (pp. 45). Music provides the creative outlet 
the foster child needs for appropriate expression of feelings, and Layman et al. (2002) 
note that it is now necessary to refine interventions and to be able to maintain and build 
upon the treatment gains made in the session. 
The final approach reviewed for treating foster children also involves the creative 
arts. Gonick and Gold (1992) describe their approaches with expressive arts therapy to 
address the common issues of the foster child. Using attachment theory to understand the 
disrupted relationships of the foster child and literature on the clinical manifestations of 
children who have suffered severe trauma, Gonick and Gold (1992) discuss four themes 
that have emerged in the sessions using dance/movement and art therapy. "These themes 
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reflect the children's need to reverse and undo feelings of vulnerability and insecurity: 
safety, helplessness, shame, and hunger" (pp.435). In movement, safety emerges when 
the therapist provides the children with experiences of strength and power where no one 
is hurt and nothing is destroyed. Gonick and Gold (1992) relate how the theme of control 
is seen in the art, when the child fiercely insists on taking their artwork with them at all 
costs. Shame, and the search for perfection, is displayed in movement therapy through 
exaggerated displays of mastery and in art when the child rejects and destroys his 
artwork. Hunger and the desire to fill the emptiness inside consumes the child's 
experiences and is demonstrated by a compulsive hoarding of art supplies. The 
expressive arts therapies are ideal for dealing with the issues of body awareness, self-
esteem, and expression of emotions. Also, it is clear that movement and art offer a unique 
opening to deal with the important themes that emerge in therapy with the foster child 
and help build a special relationship through the creative expression. 
The review of the approaches to treatment of foster children presents clear 
objectives for work with this specialized population. Each model, supported by explicit 
theoretical interpretations, addresses specific treatment needs of the foster child, and yet 
does not claim to be the definitive treatment method. In each case, it seems a common 
theme emerges around the need for the children to creatively express themselves. Gonick 
and Gold (1992) described dance/movement, a creative nonverbal expression, as a form 
of expressive arts therapy for use with foster children. The following sections will 
further describe dance/movement therapy, providing theory, describing some of the 
concepts of therapeutic intervention, documenting the importance of movement 
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observation and assessment, and then summarizing the work done with children and 
adolescents with similar problems as the foster child population. 
Dance/Movement Therapy 
As defined by the American Dance Therapy Association, dance/movement 
therapy "is the use of movement as a process which furthers the emotional, social, 
cognitive, and physical integration of the individual" (ADTA, 1989). It is based on the 
principle that mind and body are inseparable, that bodily movement is related to emotion, 
and that what is experienced in the mind, on an emotional level, is also experienced in the 
body, at a feeling level (Bowlby, 1982; Gendlin, 1962; Levy, 1992; Payne, 1988). Most 
verbal therapies fail to recognize that the bodily derived level of experience must come 
before the cognitive/conceptual level if the person is to remain in touch with their bodily 
emotional responses (Payne, 1988). With this in mind, dance/movement therapy (D/MT) 
utilizes the "movement interaction as the primary means for accomplishing therapeutic 
goals" (Schmais, 1974). To better understand this process, Schmais (1974) summarizes 
the basic characteristics of D/MT. "1) Dance therapy is expressive, that is, feelings can be 
openly and honestly expressed through movement. 2) Dance therapy is developmental, 
fully understanding the patient's physical and emotional level and starting from that level 
to foster growth. 3) Dance therapy is physically integrative and helps to involve the 
whole body in the experience while enhancing body image and a person's sense of 
identity. 4) Dance therapy is inclusive, in that it deals with individuals or groups, people 
of all ages, with verbal or nonverbal patients, and with a variety of different diagnostic 
categories" (Schmais, 1974, pp. 11). 
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"Marian Chace, during the 1940's and 1950's, pioneered the use of dance as 
therapy" (Chaiklin & Schmais, 1993, pp. 76). One of her many major contributions lay in 
the designation of specific elements of dance that serve a therapeutic function and the 
importance of the therapist's role in communicating with the patient on a movement level 
(Chaiklin & Schmais, 1993). Chace also conceptualized basic principles for use in 
therapy, and although she never formally published the ideas, Chaiklin & Schmais (1993) 
broke up the concepts into four major classifications. These concepts are the basis for all 
D/MT work, and the goals that Chace sets for each concept are universal. The first 
concept is body action. This encompasses the idea that there is an inherent relationship 
between motility, dance, and emotional expression. To describe this concept, Chaiklin 
writes, "When emotions become pathologically oriented, the image becomes distorted" 
(Chaiklin & Schmais, 1993, pp. 77). For example, aggression, guilt, or sexuality can be 
expressed through either a binding of energy or an explosion of hyperactivity. It is 
important to recognize the body parts, breathing patterns or tension levels that hold the 
expressions, and the patient will experience change when they allow themselves to 
experience the action in their body. Some of the goals in relation to the concept of body 
action are creating a realistic body image, activating and integrating body parts, 
becoming aware of inner sensations, mobilizing energy, and developing mastery and 
control of body movements. The second concept is symbolism. Nonverbal symbols are 
universal and cut across barriers of age, sex, illness, or race. Symbolism in D/MT 
"provides a medium by which a patient can recall, reenact, reexperience, and work 
through problems" (Chaiklin & Schmais, 1993, pp. 79). Some goals prescribed for this 
concept are integrating words, experiences, and actions, externalizing inner thoughts and 
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feelings, recalling the significant past, and resolving conflicts through action. The third 
concept is the therapeutic movement relatio?iship. By visually and kinesthetically 
perceiving the patient's movement expressions, the dance/movement therapist can 
establish a therapeutic relationship on a movement level. This requires a unique sense of 
kinesthetic empathy, to be able to start where the patients are at and to mirror, or reflect, 
the patient's movement experience. Reflecting, expanding, and at times completing a 
patient's movements lets him know that his behavior is valid and understood. Goals in 
relation to this concept are establishing identity, developing trust, fostering independence, 
and recreating social awareness. The final concept is rlrythmic group activity. Rhythm 
organizes the group and the individual and creates a sense of control and cohesion. As 
feelings are expressed in a shared rhythm, the individual experiences a heightened sense 
of strength and security. Some of the goals set for this concept are participating in shared 
experiences, channeling energy within a structure, being aware of and responsive to 
others, promoting interaction, developing awareness and openness for new experiences 
and acceptance of self (Chaiklin & Schmais, 1993). These four basic concepts lay the 
groundwork for the theory behind the practice; of dance/movement therapy and will be 
summarized again in relation to the treatment needs of foster children in the analysis of 
the literature. 
Dance/movement therapy is rooted in developmental theory, which can be viewed 
as a series of sequential steps taken in mastery of self, and of the environment. 
Kestenberg's theory on development is focused on the movement patterns of children 
during each developmental stage as it corresponds with psychosexual development 
(Kestenberg, 1975; Kestenberg, 1995; Kestenberg-Amighi, 1999). Following the oral, 
54 
anal, urethral, and genital phases of development, Kestenberg's Movement Profile 
(KMP) utilizes principles from Laban's Movement Analysis. The Laban Movement 
Analysis (LMA) is a notational system developed by Rudolf Laban that utilizes the 
concept of Efforts to observe and then notate the person's use of their body (Bartenieff, 
1980). The KMP, expanding on the LMA, documents the developing child's movement 
progression through the developmental stages with a series of tension flow rhythms. 
These are the rhythmic patterns created by the changes in muscle tension. The 
development of Efforts, ways of coping with the forces of space, weight, and time, also 
follows the stages sequentially, and can be explored in either indulging or fighting 
qualities. The initial effort developed and mastered in a person is Flow and can either be 
experienced either free or bound. Free flow is the indulging effort and occurs on the 
horizontal plane. Space can be explored either directly or indirectly and is mastered by 
1/4 years of age. Weight, seen developing in the toddler at 2 years old, can either be 
strong or light. Time can be experienced quick or sustained in the child who is 
developing a mobile and elastic body moving in the sagittal plane. For each stage, 
certain movement patterns, space planes (horizontal, vertical, sagittal), and preferred 
motor activities predominate, and at the completion of latency, all efforts, rhythms, and 
planes should be mastered. The acknowledgement of the sequential development of 
rhythms and efforts within a person serves to inform the dance/movement therapist of 
problem areas within movement characteristics (Bartenieff, 1980; Goodill, 1987; 
Kestenberg-Amighi, 1999). North (1990) built her assessment on Laban's work to 
include an analysis of a child's developmental level specifically observing the use of the 
body, the shape and directions of movements, and the general style and quality of 
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movements. Martha Davis (1988) created the Movement Signature Analysis to help the 
observer identify an individual's movement patterns and nonverbal behavior by 
identifying restrictions and use of the body, spatial patterns and effort dynamics. Gates 
and Opher (1993) note that movement assessment and observation can provide 
information about the child's limitations, strengths and abilities, emotional problems, 
behavioral problems, body image disturbances, and fragmented communication patterns. 
For work with children, these different models of movement observation can be used in 
assessing the child's developmental level and in therapy to engage the child in stage-
appropriate activities (Bartenieff, 1980; Goodill, 1987; Kestenberg-Amighi, 1999). 
Understanding the methods of assessing and observing a child's movement 
characteristics is an important piece of dance/movement therapy. These assessment tools 
also work to inform the therapist about certain predominate movement characteristics in 
specific populations of children (Leirvag, 2001). Based on the treatment issues of 
sexually abused children prepared by Susan Sgroi, Rena Kornblum (1993) developed a 
movement profile to identify this specific population. Kornblum's profile identifies the 
movement characteristics that match each of Sgroi's treatment issues. For example, the 
issue of pseudomaturity is identified in the child's lack of modulation between inward 
and outward flow and lack of groundedness. Low self-esteem is associated with the child 
experiencing poor impulse control, a concave body attitude, passive weight, and 
impulsive phrasing. Repressed anger and hostility towards others is seen in the child's 
high-tension level, blocks of energy flow, poor eye contact, and their difficulty with 
synchrony and molding. Other treatment issues of the sexually abused child include fear, 
guilt, depression, impaired ability to trust, blurred role boundaries and role confusion, 
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damaged good syndrome, and impaired self-mastery and self-control (Kornblum, 1993). 
Building on Komblum's profile of the sexually abused child and other assessment tools, 
Liv Marie Leirvag (2001) developed an assessment to identify the neglected child and 
proposed a movement profile of this population. Leirvag (2001) identifies eleven 
categories to look at to specifically identify the neglected child's movement 
characteristics. These categories include: "effort qualities, access to planes, shaping in 
directions, shaping in planes, tension flow attributes, approaching behavior, blocking, 
separating behavior, gestures/postures, body attitude, and trunk integration" (Leirvag, 
2001, pp. 65). From this assessment, Leirvag proposed a profile that includes 
social/emotional behavior with matching movement behaviors. For example, the child 
experiencing anger may use direct, quick, and strong efforts while the child who is 
withdrawn may behave with narrowing and shrinking of their body and lack of adequate 
use of the vertical plane. A child who is impulsive may not have a clear spatial focus, 
may use quick, strong efforts, and show shaping in all directions. This dance/movement 
therapy assessment and profile was developed to aid in the early identification of 
neglected children and to support early intervention and treatment of this population 
(Leirvag, 2001). The role of dance/movement therapy and the methods used for 
observation and assessment are unique in identifying developmental delays and 
conflictual areas seen in the body and movements. Using the described assessments and 
profiles to identify an abused and/or neglected child allows for the dance/movement 
therapist to intervene nonverbally, which is imperative in the therapy with these children 
who experience the initial trauma on a body level (Goodill, 1987). These profiles will be 
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revisited in the Discussion chapter and implications for use in future research will be 
given. 
Besides the unique observation and assessment tools, dance/movement therapy 
also utilizes the nonverbal expression and the use of symbolism to identify issues and 
treat children. Telling stories through movement dramas, gross motor play, or in dance 
makes it easier for the child to express their feelings and relate significant events of their 
past. Dance/movement therapy is especially useful for the abused child who is not yet 
comfortable disclosing incidents verbally. The modality of movement is nonthreatening 
and helps to uncover feelings that may be repressed (Goodill, 1987). 
Other concepts and techniques specifically used in dance/movement therapy to elicit 
expression, build trust, and explore personal space are empathic reflection and mirroring, 
kinesphere, and attunement. "Empathic reflection is the process by which the 
dance/movement therapist incorporates clients' spontaneous expressions into the ongoing 
movement experience and responds to those expressions in an empathic way" (Sandel, 
1993, pp. 98). It is a means of developing empathic connections, building a 
nonjudgmental and supportive environment, acquiring information, and a method of 
intervening in dance therapy. It is the key to "starting where the patients are at" (Sandel, 
1993). Mirroring, "used as part of the empathy process, involves participating in 
another's total movement experience, picking up patterns, qualities, and emotional tones" 
(Sandel, 1993, pp. 100). Kinesphere is the space around a person and explores the near, 
intermediate, and far reach spaces of that individual (Kestenberg-Amighi, 1999). 
Working with the idea of kinesphere is extremely important with abused children and 
children exhibiting poor impulse control and poor boundaries. It helps them to define 
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personal space and exercise control over that space (Goodill, 1987). Attunement is the 
"blending or adapting of rhythms to those of another person" (Kestenberg-Amighi, 1999, 
pp. 29). Complete attunement is based on mutual empathy, is usually shared between the 
mother and the infant, and creates the foundation for empathy and communication. The 
building of attunement also creates the basis for normal separation and individuation of 
the child (Kestenberg-Amighi, 1999). In situations where there is abuse or separation 
from primary caregiver, rhythmic patterns between child and other and child and self may 
begin to clash, creating dysfunctional patterns both in relationships with people and with 
the material environment (Kestenberg-Amighi, 1999). Dance/movement therapists, 
utilizing kinesthetic empathy to achieve attunement, have the unique opportunity to make 
a connection with the foster child on a very physical level while possibly repairing the 
effects of the internal clashing. The concepts of empathy, mirroring, kinesphere, and 
attunement are revisited as important nonverbal techniques to be used in the treatment 
model for foster children. 
Dance/Movement Therapy with Children and Adolescents 
Dance/movement therapy with children relies on the ability of the child, even the 
most emotionally disturbed child, to express feelings and communicate through 
movement and action. In fact, the emotionally disturbed child exhibits most of their 
intuitive, creative, and raw feelings through movement (Chaiklin & Schmais, 1993; 
Leventhal, 1979; Rakusin, 1990). When a child is approached in terms of movement, he 
is approached not in the intellectual-verbal world of adults but in the world of feelings 
and movement where he lives. A child or adolescent demonstrating hostility and 
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aggression present a unique challenge to the dance/movement therapist. Meeting the 
patient where they are at and being able to engage the hostility and anger on a body level 
in the session is the key to successfully identifying the feeling and then releasing it 
(Chace & Johnson, 1993; Johnson & Eicher, 1990). The physical activity of the 
dance/movement therapy session takes care of the child's need to move his body, and 
then he is free to discover that the expression of hostility can be shared by others, rather 
than met with the usual retaliation (Chace & Johnson, 1993; Johnson & Eicher, 1990). 
Chace writes that it is the "mirrored response of the hostile act which provides a strong, 
resilient outlet and yet controls the release of hostility" (Chace & Johnson, 1993, pp. 
329). 
Those that describe D/MT work with children and adolescents note that the best 
methods are the ones that are presented in a structured and safe environment (Duggan, 
1995; Johnson & Eicher, 1990; Payne, 1988; Puder & Marx, 1980; Rakusin, 1990). The 
structure allows for safety and containment without comprising the facilitation of creative 
expression (Duggan, 1995; Payne, 1988; Rakusin, 1990). The therapist as facilitator 
personifies and mandates the structure, keeping the external world in order when the 
child's internal structure is weak and dependent (Rakusin, 1990). Most of the literature 
on dance/movement therapy with children is in the form of descriptive and theoretical or 
case study approaches. These approaches include work with troubled youth and 
adolescents, emotionally disturbed children, learning disabled children and adolescents, 
African American adolescents, and sexually and physically abused children and will be 
briefly summarized. 
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Helen Payne (1988) describes a D/MT approach for work with delinquent, 
antisocial adolescent boys. The approach employed is sensitive to the individuals' needs 
of self-expression and is aimed to help the troubled adolescents to help themselves. In 
describing the structure, she makes clear of the four initial rules set for these young 
people: no hurting of themselves, of others, or of property, and remaining in the space for 
the duration of the session. These are the only rules she applies, as there is no pressure 
being put on the children. Activities used during the 20 session pilot program included: 
mirroring exercises, relaxation techniques, dancing in the group, improvisation, games 
involving objects, music and percussion, group movement tasks, role play, nonverbal and 
verbal exchange structures, and drawing. Some of the goals were: release energy and 
tension, expression of preverbal symbols, development of sensitivity toward self and 
others, peer leadership and sense of autonomy, group cohesion, increase in body 
awareness, enhanced self-concept, sense of fun and well-being, and development of 
spontaneity. Sessions were loosely structured around a warm-up with group interaction, 
a period of spontaneous free-form responses moving into the expression of situational 
themes that arose, a relaxation section, and closure with a verbal feedback period if 
necessary. Payne notes that the key to understanding the inner world of these boys was 
to understand the messages provided by their actions. 
David Read Johnson and Virginia Eicher (1990) also describe group work with 
conduct disordered adolescents but specifically discuss the use of dramatic activities to 
facilitate dance therapy. The authors note the great challenge adolescents pose to 
therapists. 'The dance therapist is faced with the choice of tolerating disruptive limit-
testing behavior or structuring the group like an army sergeant" (Johnson & Eicher, 1990, 
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pp. 157). Their approach suggests modifications that will improve the effectiveness of 
dance therapy without compromising the creativity. The adolescents in the group 
presented with intense physical activity, rebelliousness, lack of introspection, and 
aggression. The methods used in sessions were designed to engage the rebelliousness of 
the adolescents in order to diminish their resistance to treatment. In this sense, the 
"dance" in traditional D/MT is less central in the work with adolescents as the primary 
goal becomes engagement. And the style of the leader must become more active and 
organizing in order to meet the patients' need for structure, autonomy, and physical 
release. Johnson and Eicher (1990) describe basic drama therapy activities that enhance 
the dance therapy session by decreasing the ambiguity of emotional and feeling states and 
providing a safe container to release aggression. 
Another structured dance/movement therapy program highlighted the use of 
performance to facilitate growth. Diane Duggan (1995) wrote about her approach with 
learning disabled adolescents. She introduced the idea of structure as a holding 
environment and a way to contain impulses and organize the group's expressions. A 
patterned dance step helped the adolescents control their impulses, develop cohesion, and 
express themselves without fear. Duggan (1995) also responded to the groups' need to 
put on a show. The performance allowed for the children to demonstrate mastery and 
creativity. She notes that with the inception of the dance therapy program the adolescents 
"went from competitive, exploitative peer relationships to cooperative, mutually 
supportive interactions" (pp. 240). Also, themes of control, aggression, and sexuality 
were embodied in the movement, enabling the teens to explore their meanings safely. 
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Amy Rakusin (1990) illustrates dance/movement therapy combined with 
movement education concepts for use with emotionally disturbed children. Rakusin 
(1990) utilizes the idea that "structure must be evident in the therapeutic environment 
with emotionally disturbed children" to control the disruptive conduct and allow for the 
goals of psychotherapy to be accomplished (pp.57). Conceived as a developmental 
model, it is designed to give continuity to each session from beginning to end, and each 
phase is intended to follow the prescribed sequence. There are six successive phases of 
movement events, embodying structure, movement education aspects, and 
dance/movement therapy interventions. The phases are welcome, warm up, thematic 
materia], culminating group activity, free movement, and relaxation and closure. Each 
phase, though carefully planned by the therapist, does allow for creative expression by 
the children. The model is "designed to furnish external boundaries that will meet and 
fulfill their need for structure" (pp. 63). In an education setting specifically, this model is 
aimed at learning deficiencies along with social, behavioral, and emotional goals. 
Puder and Marx (1980), targeting a range of emotional disorders in children, 
describe a method of dance/movement therapy that incorporates the importance of 
structure and meeting the developmental needs of the children. The children, with a 
range of emotional disturbances from childhood schizophrenia, withdrawal/moderate 
autistic tendencies, adjustment disorder, and acting out tendencies, each have prescribed 
goals to work on different things. A main goal for a typical session is "to create an 
atmosphere in which the children feel a sense of belonging and group support, a sense of 
competency and ability to succeed, and a sense of worthiness" (pp. 41). The authors 
outline their methods as follows: begin with a yoga exercise, then move into a gross 
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motor warm-up, followed by identifying specific themes, then practicing of sequential 
visual and auditory movement patterns, moving into the creative expression section, 
ending with relaxation. Each section builds on the goals of the group, and the structure 
enables the children to explore their creativity in movement safely. 
Understanding that culture is an important piece to the therapy with at risk 
African American adolescents, Madelyn Farr (1997) reviews the issues they face along 
with the significant role that dance plays in their lives. Dance reflects an intrinsic cultural 
orientation toward physical expressiveness and creativity. Using direct, assertive and 
engaging dance/movement therapy with at-risk African American adolescents 
successfully incorporates their inclination toward a physical and aesthetic expression of 
feeling. Farr (1997) also outlines some elements of African American dance that find 
expression in dance/movement therapy. These are rhythmicity, group interaction and 
cohesiveness, and improvisation. Understanding the overlaps with D/MT, the importance 
of dance to the African American culture, the unique issues these adolescents face, and 
respecting their need for ethnic identification will guide the dance/movement therapist 
toward successful connection and therapy with at risk African American adolescents. 
Dance/movement therapy work with abused and neglected children is extremely 
relevant to the discussion of treatment with the foster care population. Sharon Goodill 
(1987) described her work with abused children in a residential setting with the use of 
case examples to relate the themes that arose during therapy. Citing theories based on the 
trauma experience of abuse and the child's preference for nonverbal expression, Goodill 
(1987) notes that "because abuse and neglect are initially physical phenomena, movement 
therapists are in a unique position to provide intervention and healing experiences" (pp. 
64 
61). In each case, D/MT is used to accomplish different goals. It is used to build ego 
strengths, establish a sense of trust, promote the development of a healthier body image, 
evoke self-expression, increase self-awareness, and increase interpersonal 
communication. Goodill (1987) concludes that the nonverbal methods used were 
significant in the formation of appropriate and therapeutic relationships and the safe 
expression of feelings around past traumatic experiences. 
Dance/movement therapy with children and adolescents calls for different 
orientations depending on the needs of the population (Puder & Marx, 1980). In the 
treatment of foster children, the therapist must take into consideration many different 
perspectives. As reviewed earlier, theories of attachment play significantly into the 
therapeutic work with a child placed out of their home. Also, one must consider the 
effects of maltreatment, including physical and sexual abuse and neglect, on the child's 
behavior and personality development. Besides the trauma of separation and abuse, 
today's foster child most likely was victim to other dangerous experiences such as 
domestic violence, poverty, homelessness, disease, and substance abuse. It is also clear 
from the abundance of research on the disturbances of foster children that there are 
specific behavioral problems that are common to this population. All of these complex 
factors must influence the methods of treatment. The next chapter will analyze the 
literature that has been previously reviewed, taking into consideration the behavioral 
problems described, the multiple treatment needs of the foster child, the current treatment 
models, and the specific dance/movement therapy concepts that apply to the population. 
The following chapter will then formulate the ideas into a model for working with the 
foster child population, specifically targeting the nonverbal behavioral manifestations. 
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CHAPTER THREE - METHODOLOGY 
Design 
The research design is a literature-based study consisting of a critical review of 
the literature. The outcome is a synthesis of a theory and a design of an approach for use 
with the studied population. The literature included is comprised of multiple sources that 
represent research on the disruptive behaviors of foster children and the complex 
multitude of problems that are associated, different perspectives on the etiology of 
pathology, and theory and research of dance/movement therapy with children. Clinical 
vignettes are also included to further describe the methods used in a therapeutic context. 
The design will work to theoretically connect the ideas and develop a specific 
dance/movement therapy model to eventually be used in treatment. 
Subjects 
There are no human subjects used for this study. 
Procedures 
Initially, an extensive search of the literature was conducted. Subjects included in 
this search were: foster care (history and present state), behavioral and psychological 
problems of foster children (research findings), re-placements and foster children, 
attachment theory, abuse and neglect of foster children, treatment of foster children in the 
mental health system, dance/movement therapy theory, and dance/movement therapy 
with children/adolescents. Databases such as Ovid, Medline, Psychlnfo, ERIC, Elsevier, 
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and Kluwer Online were used to locate the material. Using the above subjects and search 
words, journal articles and books appropriate to this study were found. The journals used 
in the development of the literature review were: 
American Journal of Dance Therapy, American Journal of Orthopsychiatry, Arts 
in Psychotherapy, Child & Adolescent Social Work Journal, Child Abuse & Neglect, 
Child Psychiatry & Human Development, Child Welfare, Children & Youth Services 
Review, Journal of Abnormal Psychology, Journal of the American Academy of Child & 
Adolescent Psychiatry, Journal of Child & Adolescent Group Therapy, Journal of Child 
Psychotherapy, Journal of Emotional & Behavioral Disorders, Pediatrics, Professional 
Psychology: Research and Practice, and Psychiatric Services. 
The organization of the literature review in the thesis is sequenced from the most 
general to the most specific topics. First, a review of the history of foster care in the 
United States is conducted, using journal articles, books, and data collected from the 
Department of Health and Human Services, Children's Bureau and other government 
agencies. This section leads to information about the current status of the foster care 
system and the children involved. Research findings are presented on the behavioral and 
psychological problems of children in foster care. Some of the major factors contributing 
to these problems are reviewed and discussed, including physical and sexual abuse, 
neglect and maltreatment, and the effect of poor attachment. Related pathological 
behaviors from these perspectives are identified. Implications regarding the need for 
specialized treatment of foster children are also considered. Next, literature focused on 
the treatment of foster children is presented, including specialized treatment needs and 
goals for the foster child, and different models and orientations towards treatment. 
Finally, the topic of dance/movement therapy is reviewed. This literature Journal articles 
and books citing alternative and innovative therapies, includes theory and basic concepts 
and information on the use of dance/movement therapy with children and adolescents. 
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Operational Definitions of Terms 
There are a number of significant terms that will be used throughout the thesis. 
For the purpose of this study, the following terms will be defined. Foster care is 
"viewed as an alternative full-time arrangement for children while their parents are 
unable to provide suitable care for them" (Gillis-Arnold, Crase, Stockdale, & Shelley, 
1998; Haerian, 1998). Treatment, specialized, or therapeutic foster care programs are 
defined as "alternatives to residential treatment centers as well as a step-down service for 
children transitioning out of psychiatric inpatient or residential treatment programs" 
(Layman, Hussey, & Laing, 2002). Kinship foster care is when the child is placed with 
relatives connected to their birth families (Rosenfeld et al., 1997). The term re-
placement refers to the "movement of a foster child from his/her current foster home to 
another foster home" (Pardeck, 1983). 
Data Analysis 
To analyze the literature, the researcher took thorough notes and integrated all 
elements of relevance into the presentation of the literature review. The qualitative data 
analysis method of displaying matrices is utilized to focus and organize specific elements 
of the information. Each matrix displays the reduced data in a systematic way to help the 
reader understand the data (Miles & Huberman, 1994). The first table summarizes the 
abundant research on the behavioral and psychological problems of foster children from 
the past 20 years. The second matrix will be used to match the basic treatment needs of 
the foster child with the corresponding behavioral manifestations deduced from the 
literature. Another matrix will be used to summarize the treatment models for working 
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with foster children and the basic approaches each model utilizes. The treatment needs 
and goals were then formulated in another table to be matched with the general 
dance/movement therapy concepts to help to establish the basis for the treatment model 
outlined in the thesis.-
A review of the research on the psychopathology of foster children indicated that 
the prevalence of disturbances in this population is higher than would be expected, even 
when compared with children who have similar backgrounds (Pilowsky, 1995). The trend 
suggests that conduct disorders and externalizing behavior problems, such as attentional 
disorders, hyperactivity, defiance, and aggressive behavior, are the most prevalent 
(Fanshel et al., 1990; Leslie et al., 2000; Pilowsky, 1995). The use of Achenbach's Child 
Behavior Checklist (CBCL) in the more recent research has allowed the researchers to 
better identify the externalizing behaviors (Pilowsky, 1995). Also, a recent look at 
adoptive youth suggest that the history of abuse, neglect, and multiple foster homes are 
risk factors for the development of symptoms related to attention-deficit hyperactivity 
disorder (ADHD) and oppositional defiant disorder (ODD) (Rogeness et al., 1988; 
Simmeletal.,2001). 
Table 1 summarizes the research reviewed in the first chapter and gives a basic 
overview of the findings, which indicates that this is an ongoing problem in the foster 
care population that is not getting better. 
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Table 1 
Summarizing the Research Findings on the Prevalence of Psychological Disturbances in 
Foster Children 
Researcher 
Swire &Kavaler (1977) 
Fanshel&Shinn(1978) 
Frank (1980) 
Moffattetal.(1985) 
Mclntyre & Keesler (1986) 
Hochstadt et al. (1987) 
Hulsey& White (1989) 
Simms(1989) 
Fansheletal. (1990) 
Thompson &Fuhr (1992) 
Stein etal. (1994) 
Prevalence of Psychopath ology 
96% impaired; 35% markedly to severely 
impaired 
24% abnormal 
79-91% severely impaired 
29% abnormal 
48% clinical psychological disorders 
Major deficits and a large number of 
behavioral problems 
Significant higher levels of 
psychopathology than in comparison group 
39.8% abnormal 
Increased frequency of conduct disorder 
60-80% abnormal 
41-63% abnormal 
The literature on the issues of the foster child presents similar themes that are 
present in the treatment scenario. Gries (1986) postulates the most pervasive effect 
experienced by most foster children is the real sense of rejection and abandonment that 
they feel. He also notes that the struggle between stability versus unpredictability is a 
common theme for children experiencing multiple placements. Rosenthal (1987), in his 
work with abused and neglected foster children, identified the themes of shame, hunger, 
and helplessness. The same themes emerged in Gonick and Gold's (1990) Expressive 
Arts therapy work with foster children. They describe the intense polarities of 
helplessness and control that seems to pervade the foster child's every experience. It is 
also clear that the foster child suffers from disturbed object relationships and has extreme 
troubles with appropriate attachment to others (Blaine, 1989; Gries, 1986; Morrison et al., 
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1999; Rosenthal, 1987). Eagle (1994), Kates et al. (1991), and Timberlake (1979) also 
note the issues of grief and loss that can overcome the foster child dealing with separation 
from biological parents. 
These themes are summarized in Table 2, which also matches the overt behaviors 
that are associated with each theme. Researchers (Blaine, 1989; Burland, 1987; Green, 
1987a; Rosenthal, 1987) found foster children exhibit similar behavioral responses, with 
most of the manifestations taking place externally. Blaine (1989) summarizes the 
behavioral problems as aggression, rage, impaired impulse control, masochistic and self-
destructive behavior, and impaired object relations. A review of the literature about the 
disturbances of the foster child with regards to attachment and emotional regulation also 
notes similar behavioral manifestations. Table 2 consolidates the information and 
matches each treatment theme with the documented behavioral response. 
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Table 2 
Matching the Themes in Treatment for Foster Children with the Behavioral 
Manifestations of Each Theme 
Treatment Theme 
Helplessness > Power/Control 
(2,3,4) 
Rejection/Abandonment 
(3,4) 
Shame 
(2,3,4) 
Hunger 
(2,4) 
Unpredictability > Stability 
(3) 
Grief/Loss 
(1,5) 
Poor Adjustment to Relationships 
(3,4,5) 
Behavioral Manifestation 
Hostility, aggression, misconduct 
Crying, temper-tantrums 
Poor impulse control 
Passivity, withdrawal 
Defensive aggressive 
Isolation and self blame 
Hyperreactive 
Poor body awareness/poor self esteem 
Self destructive/self defeating 
Poor impulse control 
Compulsivity 
Promiscuity with others 
Poor boundaries 
Anger/rage towards adults 
Hardened facade towards system 
Negative/hostile feelings 
Sadness/withdrawal 
Indiscriminate attachment behaviors 
Aggressive/hostile/defensive posture 
I.Eagle, 1994 
2. Gonick&Gold, 1992 
3. Gries, 1986 
4. Rosenthal, 1987 
5. Timberlake, 1979 
Looking at the manifestations listed for each theme it is clear that the behaviors 
take place on a very physical, body-oriented level. Because of the abused, neglected and 
abandoned child's inability to self regulate their emotional responses due to grossly 
pathological or disorganized care, the child relies on external behaviors to reflect their 
internal feelings (Greenspan & Wieder, 1993; James, 1994). These behaviors, usually 
out-of-control, dangerous, hyperactive, or hyperaggressive, are attempts at self-regulation 
in the absence of the ability to modulate emotions (Morrison et al., 1999). Also, due to 
the trauma these children have experienced, these behaviors reflect a need to master the 
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experience or to fulfill a negative self-image (James, 1994). The fact remains that the 
physical phenomenon of these behavioral responses clearly needs to be addressed in 
treatment. 
A range of therapeutic interventions from psychoanalytic play therapy, child 
analysis, behavioral social skills training, and group therapy has been suggested for the 
treatment of foster children. Blaine (1989) notes that "most authors recommend a more 
active therapeutic stance because of the resistance of these children to form attachments" 
(pp. 102). Also, methods for treatment are based on a variety of orientations and 
perspectives. The literature review on this subject noted some of the these orientations as 
psychotherapy derived from attachment theory, group therapy based on a trauma model, 
and crisis interventions focused on the separation conflicts. Table 3 summarizes the 
treatment models discussed in Chapter Two's literature review and the general 
approaches of each model. 
It is clear that many of the psychosocial and emotional needs of the foster child 
are met with each treatment model. Three of the models feature more creative 
approaches. Gries (1986) describes many play and game activities used in treatment to 
address the issues of impulse control and aggression. Gonick and Gold (1992) utilizes 
Expressive Arts therapy, including movement and art, to elicit behavioral and emotional 
responses in regards to specific themes around treatment of the foster child. Layman et 
al. (2002) describe their music therapy approach to creatively address treatment with this 
population. 
73 
Table 3 
Summarizing the Treatment Models for Foster Children and the Basic Treatment 
Approaches of Each Model 
Treatment Model 
Clifton & Ransom (1975) 
Ludlow & Epstein (1972) 
Pearce & Pezzot-Pearce (2001) 
Gries(1986) 
Williams, Fanolis, & Schamess (2001) 
Doyle & Bauer (1989) 
Palmer (1990) 
Fisher & Chamberlain (2000) 
Layman, Hussey, & Laing (2002) 
Gonick& Gold (1992) 
Treatment Approach 
Developmental model, dealing with 
separation conflicts 
Crisis Intervention 
Educational discussion groups 
Psychotherapeutic approach 
Derived from attachment theory 
Maladaptive internal working models 
Use of multiple treatment goals 
Play therapy, role playing, mutual 
storytelling, games, thematic puppet play 
Behavioral therapy techniques 
Pynoos school-based group therapy model 
for traumatized children 
Treatment based on PTSD recovery model 
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A review of the literature on the theory of dance/movement therapy (D/MT) 
revealed four basic concepts derived from the work of Marian Chace (Chaiklin & 
Schmais, 1993). These concepts build the basis of the theoretical foundation for D/MT 
and help to better understand this unique orientation towards therapy. The concepts 
described in Chapter Two are body action, symbolism, therapeutic movement 
relationship, and rhythmic group activity. These concepts are also found in the 
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literature about D/MT with children and adolescents and help to shape the goals for 
therapy. 
Table 4 matches each D/MT concept with a treatment goal for therapy with foster 
children. The goals for treatment were formulated from the information about the 
problem behaviors documented in this population and address the basic themes in therapy 
that were reviewed in the literature. 
Table 4 
Matching of the Basic Dance/Movement Therapy Concepts with the Treatment Goals for 
Foster Children 
Dance/Movement Therapy Concept 
Body Action 
Symbolism 
Therapeutic Movement Relationship 
Rhythmic Group Activity 
Treatment Goal 
Redirect aggression 
Increase body image and self esteem 
Increase impulse control 
Express feelings appropriately 
Deal with grief and loss 
Gain insight into past events 
Build trust 
Develop positive attachment 
Increase stability 
Channel energy within a structure 
Increase power and impulse control 
Provide a shared experience 
The idea that dance/movement therapy utilizes the "movement interaction as the 
primary means for accomplishing therapeutic goals" merges remarkably with the 
information about the prominent behavioral disturbances of the foster child (Schmais, 
1974, pp. 7). The literature suggests that these children experience their emotions on a 
very physical, body level, that they have trouble modulating impulses, and they maintain 
a very aggressive posture towards others (James, 1994; Morrison et al., 1999; Rosenthal, 
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1987). These responses are manifested externally and cause severe problems at home, at 
school, and in relating to others. Dance/movement therapy, by the nature of the 
movement interaction, the symbolism that arises through the movement, and the 
organizing rhythmic activities, can address the nonverbal manifestations of these 
problems and gain insight into the social/emotional needs of the child. The analysis of the 
literature makes it clear that the basic concepts of dance/movement therapy make it an 
appropriate orientation to use in the treatment of behavioral problems of foster children. 
The next chapter will discuss the outcomes of this literature-based study which is 
the proposed dance/movement therapy model for treatment that specifically targets the 
nonverbal manifestations of the disruptive behaviors of foster children. The model is 
supported by concepts that have been critically analyzed in the review of the literature 
and summarized within the matrices. From the literature, this researcher identified seven 
treatment themes that past researchers have acknowledged as important in the treatment 
of foster children. These themes form the basis of the eight-week treatment model and are 
addressed through specific dance/movement therapy activities. The methods utilized in 
the model are further described in the clinical vignettes. Although the treatment model 
has not been tested as to whether or not the methods used will ameliorate the disruptive 
behaviors of foster children, implications are given for use in future studies. 
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CHAPTER FOUR - DANCE/MOVEMENT THERAPY TREATMENT 
MODEL FOR FOSTER CHILDREN 
This chapter will begin to examine a dance/movement therapy orientation towards 
treatment of the foster child. The model follows an eight-week format and utilizes the 
treatment themes identified from the literature as the most important in the work with 
foster children to shape each week's therapy sessions. The dance/movement therapy 
concepts analyzed in the previous chapter also contribute to the model, specifically when 
identifying the child's developmental needs and addressing the nonverbal behaviors. 
Each theme will be presented with the corresponding goals for each week. 
Dance/movement therapy nonverbal techniques along with movement games and dramas 
will be described for each theme, and the way they address specific goals will be 
reviewed. To be replicated for future research, each week's activities will be clearly 
outlined, along with various ways to adapt the activity for individual or group work. It 
must be made known that the therapy must be kept flexible to address the changing needs 
of these children, and the dance/movement therapist conducting the sessions may see it fit 
to alternate activities or make her own choice as to the sequence of tasks within each 
week. The focus of the movement work will be on the behavioral manifestations of the 
common disturbances of the foster child. Although the model has not been tested, this 
researcher has utilized some of these techniques and games in sessions with foster 
children during her placement in a clinical internship. Clinical vignettes will be included 
when necessary to help describe the delivery of the technique and expand on the 
understanding of how it works to address specific goals in treatment. 
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Beginning Considerations, Warm-Up, and Closure 
Other treatment models for foster children describe the work with both individual 
patients and in a group setting (Gonick & Gold, 1992; Gries, 1986; Palmer, 1990; Pearce 
& Pezzot-Pearce, 2001). Depending on the specific needs, dance/movement therapy with 
children and adolescents can also be handled individually or in group sessions (Goodill, 
1987; Gonick & Gold, 1992; Chaiklin & Schmais, 1993). In order to be a part of the 
shared group experience and practice the skills of relating interpersonally, the therapy 
should take place in groups. On the other hand, if the group setting is too frightening or 
overwhelming, or if the child is too disruptive within a group, the therapy can certainly 
take place one to one (Chaiklin & Schmais, 1993). This dance/movement therapy 
treatment model describes techniques that can be used with one child but can also be 
adapted to a group situation. It is also important to note that while each activity or 
technique is described to address a specific need, there is always a convergence of goals 
(Gries, 1986). As the treatment proceeds, progress in one goal area has an effect on 
another goal area, and the activities used may work to address more than one area. The 
tailoring of the activities to address each goal "provides greater structure and direction to 
the treatment" (Gries, 1986, pp. 389). Also, although each week in the model describes 
work addressing a different theme, more time may be necessary as certain issues arise. 
Sessions could occur once or twice a week, depending on the needs of the children and 
the time allowed for treatment. Also, the model could be extended to twelve weeks if the 
therapist finds it necessary to address certain themes for a longer period of time. 
This model is designed for children and preadolescents, male and female, ages six 
to twelve. A majority of the research reviewing the prevalence of psychopathology 
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among foster children studied children within the median age range of 6-14 years 
(Fanshel et al., 1990; Fanshel & Shinn, 1978; Hochstadt et al., 1987; Moffatt et al., 1985; 
Stein et al., 1994; Thompson & Fuhr, 1992). Also, the same age range is addressed in 
treatment models reviewed for this population (Gonick & Gold, 1992; Ludlow & Epstein, 
1972; Palmer, 1990; Pearce & Pezzot-Pearce, 2001; Williams et al., 2001). Studies 
focusing on treatment interventions exclusively for infants and toddlers are lacking 
(Spiker & Silver, 1999). Therapists treating school-age foster children, ages 6-12, note 
the prevalence of psychiatric disorders, attention problems, and other significant 
emotional problems (Dubowitz & Sawyer, 1994; Gries, 1986; Molin, 1988) and find 
treatment must take into account the special problems, conflicts, and needs that are 
characteristic to this population (Gries, 1986). 
Throughout each session, the therapist must actively shape the movement space to 
provide a safe container to maximize expression (Puder & Marx, 1980; Payne, 1988). 
Battles over control of the structure are to be expected, and disagreement may be made 
clear through acts of aggression or moodiness. These children have extreme ways of 
displaying either power or helplessness, evoking rescue and punishment fantasies, and it 
is necessary for the therapist to fully understand their own countertransference or 
identification about these issues (Gonick & Gold, 1992). Providing a safe, structured 
space addresses the themes of safety, stability, and control on a very physical level. It is 
also necessary to maintain structure in the activities that are presented (Johnson & Eicher, 
1990). Dance/movement therapy activities with children and adolescents exhibiting 
behavioral problems should be organized, directed, and structured to meet their specific 
needs (Payne, 1988). Sessions may appear different from the non-directive classic 
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Chacian approach, but are in reality utilizing the Chace structure of a group warm-up, 
process, and closure. In addition, Chace concepts speak to the underlying movement data 
that the patients present in the treatment, and can be used within the structure of each 
session to identify problem areas and treatment needs. Safety, trust, and security increase 
with firm, consistent structure and boundaries (Johnson & Eicher, 1990; Puder & Marx, 
1980). 
It is important that each session described within this particular model begins with 
a structured warm-up and ends with a structured closure. To immediately address the 
issues of persona] space, poor boundaries, and lack of impulse control for these children, 
the therapist can provide certain physical structures. As the children enter the space, they 
should be asked to sit down on the floor in a determined spot to begin the session 
grounded, organized, and connected. Carpet squares/ mats, large sheets of paper or small 
hula-hoops can be given out to the children and used to mark their spot. The mats can be 
moved around the room with each activity and used to keep the children in their own 
space. Another way to address the issue of personal space is to delineate circles on the 
floor with masking tape. The circles can be taped on the floor in any enclosed shape and 
marked as their personal territory (Rakusin, 1990; Puder & Marx, 1988). 
The structured warm-up can begin as a 'feelings check-in' for each child. This 
entails passing a ball around to each member, letting them verbalize how they are feeling 
for the day, and then passing the ball on to the next member. The individual with the ball 
in hand should be the only speaker, and listening skills should be practiced during this 
time. The ball keeps the group focused around the speaker and lets them immediately 
organize around a physical activity. Working with an individual, the therapist can let the 
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child chose a prop or ball to hold and allow them to talk about feelings or other issues 
that need to be addressed. After the feelings check-in, the children can begin to orient 
themselves to their kinesthetic awareness of their physical self and contribute ways to 
warm up (Rakusin, 1990). Sometimes, when asked to contribute a movement, the 
children will freeze up or become embarrassed in front of their peers. If this is the case, 
the therapist can pick up on subtle rhythms or movements using rhythmic attunement and 
mirroring. Again, these are Chacian techniques used within a structured warm-up. Head 
rolls, shoulder shrugs, rocking back and forth or arm stretches may be picked up and 
mirrored for the group members to see and practice. Current dance steps may also be 
included in this warm-up along with physical exercises such as jumping jacks, pushups, 
or sit-ups. After all the members have contributed a movement and the warm-up seems to 
be finishing, the group activity centered on the treatment theme can begin. 
Closure, to be performed regularly at the end of each session, should also be 
structured to maintain control and the energy released from the movement activities. 
After the high intensity of each game or activity, the children will need a way to cool 
down, relax their bodies, and find a way for closure of the session. One idea for closure, 
the "Warm Down", comes from Rakusin's model for work with emotionally disturbed 
children (1990). This activity is a slow and sustained way for the children to regain 
composure, become more aware of their bodies, and stay in control. By reversing the 
warm up, the "warm down" goes over the parts of the body from head to toe or reviews 
the movements contributed in the beginning and brings attention to the energy in each 
body part. The movements of each body part stay slow and small to end in a controlled 
way. Another idea to end a session with control and structure is with the use of bubbles. 
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The children can sit on their mats and slowly breathe the bubbles out while practicing 
relaxing with their breath. Bubbles are light and need a controlled breath to maintain. 
The activity is relaxing and yet channels energy through the lightness of the bubbles. The 
children can talk about the feelings they get from the bubbles and how it is different from 
the high-energy feelings from other activities. The therapist may even want to practice 
deep breathing with the group. Taking deep breaths in, holding for a count of five, and 
releasing the breath together centers the children and gets them focused on cooling down. 
Each of these is an appropriate way to release energy, work on impulse control, and end 
the session with the children feeling as if they have maintained the power. These endings 
can be alternated weekly as part of the closure activity depending on the needs of the 
group. 
For each session, the beginning and closure must be intact to provide the 
appropriate container for the themes that were addressed (Rakusin, 1990), but the tasks 
and activities will change according to the goals for each week. As stated earlier, each 
week/session will tackle a different theme, allowing for overlap when necessary. The 
first week will address the theme of attachment. The following weeks will focus on a 
different theme (rejection, stability, control/helplessness, shame/self-esteem, hunger, 
grief and loss) and according to the needs of the group may occur in any given order. The 
treatment theme order given in this proposed model was decided upon for specific 
reasons. Initially, the order of themes was determined from this researcher's experience 
working with this population. In addition, the review of previous treatment models for 
this population, specifically the Pynoos school-based model (Williams et al., 2001), 
Pearce and Pezzot-Pearce's psychotherapeutic approach (2001), Doyle and Bauer's 
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PTSD treatment model (1989), and Gries' multiple goal treatment model (1986), 
identified ordered objectives that worked to fairly match the order of treatment themes in 
this proposed model. Finally, the themes are presented in a developmentally appropriate 
order. Week one addresses the primary need of trust and attachment with the following 
weeks focusing on gaining autonomy, control, initiative, and self-esteem. The model ends 
with the child being able to clearly identify the significant events of his/her past to begin 
to work through the more underlying emotions of grief and loss. The theme of control is 
addressed twice in this model, once in week four and again in week eight during wrap-up, 
as this theme seemed to be the most prominent and needed the most attention for this 
particular population. 
Week One: Attachment 
With every child in the foster care system there is an overwhelming theme of 
attachment disturbances (Morrison et al., 1999; Zeanah et al., 1993). Being separated 
from biological families along with histories of abuse contribute to inconsistent and 
disorganized care (Morrison et al., 1999). They have few or no models for positive 
relationships and can develop serious attachment disorders. Behaviors that are the 
response to poor attachment are either indiscriminate behaviors towards strangers or a 
hostile and defensive posture towards others (Elicker et a l , 1992; Gries, 1986; Rosenthal, 
1987; Morrison et al., 1999; Zeanah et a l , 1993). The goals for the treatment of this 
theme include building trust, developing positive attachment, and decreasing the hostility 
towards others. This theme is addressed first and will be present for every session 
because building a strong therapist/patient relationship is crucial when working with the 
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foster child (Gries, 1986). Each activity described in the model is meant to build trust and 
develop the stability of the attachment with the child and therapist. It also depends on the 
therapist being able to meet the child where they are at to encourage trust and the power 
of a shared experience. Most of the activities also provide opportunities to practice 
relating to others appropriately, using good boundaries, personal space, and impulse 
control. These all allow for the development of appropriate attachments within the 
therapeutic environment. 
Specific nonverbal techniques utilized in dance/movement therapy sessions with 
children to promote secure attachment include kinesthetic attunement and empathic 
reflection/mirroring (Sandel, 1993). The movement therapist, "trained to observe changes 
in body movement including flow, shape, rhythm, and dynamics can utilize a nonverbal 
system of communication in order to bring about changes in unsuccessful patterns of 
interactions" (Blau & Reicher, 1995, pp. 185). The therapist can pick up certain 
movement tendencies of the foster children and help them identify the behaviors through 
mirroring the movements. "Mirroring provides a powerful means to understand a child's 
experience on a body level" (Erfer, 1995, pp. 198). It allows the child to increase their 
connection to the external environment and it paves the way for reciprocal interactions. 
"Communication through movement can help a child be more aware of him or herself 
and more able to interact positively with others" (Erfer, 1995, pp. 197). Successful 
mirroring can take place during the warm-up as each child contributes a movement. The 
therapist can mirror the movement and encourage the other children to do the same. 
Verbalizations may be helpful to make a concrete observation about the movement or 
provide acceptance to the child (Stark & Lohn, 1995). The therapist begins to build a 
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connection and promote a secure attachment through the mirroring of the movements, 
attunement to the rhythms of the children, and verbalized acceptance of each movement. 
One specific mirroring activity to be used in this week can be utilized for a group 
or with an individual. It builds trust among the therapist and the child, among the group 
members, and allows for the experience of communication through movement. The 
therapist can pair the children up to practice "moving as a mirror". One child will initiate 
movements while the therapist or the other child acts as the mirror image. This can also 
be done in groups of three. The children should be prompted not to speak but only use 
their bodies to follow the others' movements. At the therapist's request, the leadership 
should switch, allowing the other person a chance to be the leader. The therapist can 
prompt the children to move as specific emotions, as different animals, as other people, 
or to different types of music to help the children stay motivated to move. If needed, 
props such as hoops, stretch cloths, or scarves can be added to provide an external 
motivator to keep moving. To verbally process this activity, the therapist may ask how it 
feels to be the mirror image, how it feels to have someone moving exactly the same way, 
how it feels to communicate only through movements, and how it feels to have those 
movements accepted by someone else. 
An example of mirroring, similar to the previous activity, occurred in an 
individual session with an 11-year-old female foster child. The child initiated making up 
a dance, using the 'rainbow ribbon sticks' as a prop. The rainbow ribbon stick is a 
wooden stick with a very long durable ribbon, in many different colors, attached to one 
end. The child twirled her ribbon sticks, forming many different patterns in the air around 
her body. To mirror her, the therapist made the same patterns with her own ribbon sticks. 
85 
The therapist then began to make patterns as the child began to mirror her. The leadership 
moved back and forth between the two, as the patterns became more complex. Different 
speeds, rhythms, and sounds were introduced, and the dance became extremely connected 
between the therapist and the child as they shared the same movements. The rainbow 
sticks provide a perfect opportunity for mirroring in a group session as well. Each child 
can take a turn leading the others and practice making ribbon patterns together. Using the 
props allows connections to be made in a safe way, while the mirroring promotes 
acceptance. 
Another specific activity that enhances the experience of secure attachment on a 
body level utilizes a buddy band and the developmentally appropriate Effort of weight. 
According to Kestenberg-Amighi (1999), the weight Effort, developed in the second year 
of life, allows the child to weigh the importance of things and determine what they want. 
They are struggling with staying connected with 'mother' and wanting autonomy. The 
use of strength enables the child to make an impact on the environment as an autonomous 
person and gain a sense of authority. The psychological processes dealing with 
attachment during this time are holding, pushing, and then letting go. The child needs 
strength in order to practice these on a physical level (Kestenberg-Amighi et al., 1999). 
For a foster child, attachment, separation, and autonomy are traumatized and these 
processes may or may not have been fully developed. This activity addresses these 
specific needs and can be used for an individual session within the first week. The buddy 
band, a piece of soft cloth sewn around a very long and thick elastic band, is well suited 
to address strength, attachment, and appropriate separation. The band can be wrapped 
around the waists of the therapist and child. The two can practice leaning back with 
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strength to feel the support of the band and begin to trust each other weight. The 
therapist and child can also practice using strength to pull as far away from each other as 
possible. They can allow for a release of that strength and feel the band pull them close 
to each other. This strain and release rhythm is also developmentally appropriate for the 
child working on gaining secure attachments as it addresses the process of holding and 
letting go (Kestenberg-Amighi et al., 1999). The sturdiness and strength of the band 
provides enough containment for the child to know that he is safe, even when letting go 
and releasing. It is also helpful to feel the strength and support of the therapist to be 
aware that she is physically there and not going anywhere. The child can then feel safe 
enough to get "flung" by the therapist with the buddy band and experience the release on 
his own. The felt experience of the release and the return to the safety of the band or into 
the therapist's arms is a helpful model for a secure attachment that allows for separation 
and building of autonomy. The activity builds trust between the child and the therapist, 
engages the child in practicing developmental Efforts and rhythms that may not have 
been developed, and is an appropriate way to experience attachment with an adult. 
Another unique experience that promotes secure attachment utilizes the stretch 
cloth. This clinical vignette of an individual session with an 11-year-old foster child will 
describe the way this prop can be used. The boy, working through the early stages of the 
separation/individuation process (Mahler et al., 1975), was practicing establishing object 
constancy, basic trust, self-concept, identity, and object relationships (Mahler et al., 
1972). Although the task is oriented for a child below his chronological age, it was 
developmentally appropriate to address these issues and re-work the stages of his life that 
he was unable to complete because of his tumultuous history as a foster child. The child 
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hid under the stretch cloth and would jump up to reveal himself to the therapist saying 
"Peek-a-boo", over and over again. He then wanted to play hide-and-seek, hiding 
himself from the therapist underneath the stretch cloth and begging her to find him. Other 
therapists can improvise this activity using the stretch cloth as a way to practice these 
basic concepts of object constancy, trust, and attachment. Due to his severed attachment 
relationship with his biological parents, the child's play demonstrated a need to go back 
and re-work the stages of separation/individuation to achieve a stable image of himself 
within the predictable world of others (Greenberg & Mitchell, 1983; Mahler et al., 1972). 
Besides moving together in the partner mirror activity or as a group with ribbon 
sticks, an activity for a group to promote trust and attachment for the first session is a 
group juggle. A beanbag is introduced into the circle and the children are asked to pass it 
around to each other, keeping the same pattern of the person it is thrown to. After the 
beanbag is successfully being passed around, other beanbags are introduced into the 
pattern and the group attempts to 'juggle' the multiple beanbags. The group feels a sense 
of mastery at completing the difficult task and feels challenged enough to continue trying. 
It requires concentration and promotes group cohesion while releasing energy 
appropriately. It is also helpful to prompt the children to say the person's name when 
throwing the beanbag to them. This allows for a new group to remember names and gets 
the person's attention appropriately. It is an activity that can unite a group right away 
and provide a solid backbone for future meaningful connections. 
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Week Two: Rejection 
A common theme that must be addressed in the therapy with foster children is 
their real sense of rejection and abandonment (Gries, 1986). Children who feel rejection 
on such a great level suffer from a low self-esteem, place blame on themselves, and tend 
to react to others with a defensive aggressive response (Rosenthal, 1987). They may even 
appear to be hyperreactive or hypervigilant, in the sense that they are extremely reactive 
to others and completely aware of their surroundings (Morrison et al., 1999). The goals 
to address this theme are focused on increasing self-esteem, dealing with the grief of their 
abandonment, and channeling energy positively. It is also important to build on the 
positive therapeutic alliance made in the first week to increase the child's trust of others 
and decrease their constant fear of rejection. 
Using the concept of meeting the patient where they are at was the first step in the 
initial session of establishing a trusting relationship (Sandel, 1993). It also addresses the 
child's fear of rejection and the techniques can be utilized again in the second week. If 
the therapist sees a child aggressively acting out, it is more therapeutic for the child if the 
therapist can meet them in their aggression and help them channel it appropriately 
(Johnson & Eicher, 1990). The child sees an adult not rejecting them for their behavior, 
understands that it is okay to feel angry or hurt about their situation, and eventually learns 
how to cope with their feelings (Payne, 1988). One situation involving the fear of 
rejection and defensive aggression occurred in an initial individual session with a male 
10-year-old foster child. He immediately began throwing the small soft basketball 
strongly and directly at the therapist's head. The direct, forceful act was interpreted to be 
a way to test limits, to become defensive against a potentially intimate relationship, and 
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to act out in fear of rejection. Instead of reprimanding him, the therapist gave him chance 
to redirect that aggression towards the blackboard instead of her head. He accepted the 
challenge, enjoyed throwing the ball as hard as he could, and was even able to take turns 
with the therapist by offering her the ball to throw. By the end of the session, the 
aggression was released, and the child no longer needed to be defensive towards the 
therapist. He even was able to appropriately pass the ball to her without the need to 
throw it aggressively. 
An activity to use dining this second week of the treatment model builds on the 
alliance made in the first week and addresses the child's need to feel accepted. The 
activity is called "truth ball" and should be conducted in a group with children age 11 and 
up because it requires a higher level of verbal and cognitive skills. Using either a large 
bouncy physioball or a soft Nerf ball, the children can practice bouncing the ball to the 
other children around the circle. Initially, each child can contribute ways to pass the ball 
around, such as under their legs, over their heads, using their knees, or with their elbows, 
and each group member will imitate it. As the members feel comfortable with this, the 
therapist can introduce a question for each member of the group to answer when they get 
passed the ball. The ball organizes the children around a physical activity, allows for a 
physical release of energy, and focuses the children's attention on the speaker. For 
example, the therapist may initially inquire about each person's favorite musical groups, 
favorite colors, favorite subjects in school, and favorite animals. Then, as the group 
becomes more comfortable talking and sharing information about themselves, the 
therapist may initiate questions about where each child was born, if the child has siblings, 
what states each child has visited or stayed in, favorite places to live, and with whom the 
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child lives with presently. As the children express these important facts about their lives, 
they learn that other children may have had the same experiences. They also may see 
that it is important to find connections to other people and that in the safe environment of 
the therapy group, each child is accepted. 
On a group level, the sense of rejection is more prevalent when dealing with the 
competition of the members. In group "out" games, when the child is penalized or "out" 
for not succeeding in the task of the game, it is usual that the child will remain out for the 
rest of the game. It is apparent with a group of foster children that being "out" is not only 
a challenge to their low frustration level, but it immediately becomes a measure of 
rejection (Gonick & Gold, 1992). To alleviate this sense of rejection while also trying to 
build frustration tolerance, the children are often looking for ways to keep the situation 
"win-win". The following activity should be introduced in the second session after the 
warm-up to deal with this issue of rejection. Commonly, in a group game that involves 
the children passing the ball to each other while trying to get the other person to drop it or 
make a mistake, the rule is that once you are "out" you would be "out" for the game. 
With the addition of a simple five count rule to this game, the children practice dealing 
with frustration, containing their impulses, and dealing with an easy loss by sitting "out" 
for only five counts or passes of the ball. It alleviates the sense of rejection, helps them 
physically contain their frustration, and is not damaging to their self-esteem. The 
therapist may also want to verbally praise the children's efforts for accepting the out and 
sitting down appropriately. To process the game verbally, the children can talk about 
what it feels like to be "out" watching others play and how they were able to contain their 
frustration about their loss. It may also help to have them focus on their body's reaction 
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to being "out". Recognizing tension build-up, holding of breath, or clenched fists can 
help them understand other situations when they may have felt rejected. This could've 
been at home, in school, or playing with their friends. The therapist can then bring the 
focus on these bodily reactions and help the child identify how they were able to alleviate 
that tension or anger in the past. It may have been deep breathing, counting to ten, using a 
stress ball, writing in a journal, or physically walking away. By identifying and practicing 
these self-control strategies, the children can learn to identify the situation, understand 
their body's reaction to it, and then practice ways of calming themselves down. 
Week Three: Stability and Unpredictability 
The sense of stability is completely disrupted in the foster child's experience. The 
initial separation from their biological parents and then the resulting placement into foster 
homes, sometimes multiple homes, leads to a pervasive sense of unpredictability (Gries, 
1986). Feelings of alienation and then resentment and anger towards adults often arise. 
Aggression towards adults and a hardened facade towards the child welfare system are 
the common manifestations of instability (Gries, 1986; Rosenthal, 1987). Goals to 
address this theme include redirection of aggression, development of stability within the 
therapeutic relationship, and building trust. 
To appropriately deal with the aggression and build a sense of stability, the 
therapist can design activities around releasing this energy. A game that can be 
introduced in the third week to build the sense of stability is the building up and knocking 
down game. Using cardboard building blocks, the child (or children in a group) can build 
up statues or buildings and knock them down with a soft ball. Encouraging the child to 
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express what the block buildings represent to determine where the anger is heading 
usually results in names of teachers, previous foster parents, case workers, or peers. The 
therapist can then prompt the child to discuss the reasons why they are showing anger 
towards these people. The therapist can help the child re-name the blocks to represent the 
actions that were hurtful and not the people themselves. Eventually, the child can direct 
his aggression towards a block building of "moving to another foster home" and deal 
with the anger more appropriately. The child will hopefully come to understand that it is 
okay to be feeling angry at certain situations, and with the help of the therapist, develop 
the sense of stability that they need within the therapeutic relationship. 
An activity to address the real sense of instability the child feels is derived from a 
dramatic exercise. Using a ball as a magic crystal ball, the therapist can ask the child to 
dramatize a scene of a fortuneteller predicting the future (Gries, 1986). Initially 
predictions will revolve around wealth and acquiring material things, but eventually the 
therapist can prompt the child to predict what is in store for his future regarding 
significant relationships. This exercise can unearth feelings of resentment towards adults 
but also can be very telling of the child's desires for outcomes with parents, siblings, or 
foster parents. Playing the role of the fortuneteller allows the child to express his feelings 
creatively outside the realm of reality, but with an openness and honesty that may not be 
there with direct questioning (Gries, 1986). This activity attempts to provide clarification 
about the child's situation and a sense of stability with the desired outcomes. 
The craving for stability is seen in movement dramas working individually when 
the child's desire is to fill the space and make it his own. The child may use props, toys, 
blankets and whatever else he can find to claim the area. This behavior should be 
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encouraged during this week in order to address the theme of stability. In one session 
with an 11 -year-old female foster child, the task was to make a stable, secure place all of 
her own. The child took out all of the carpet squares, stretch cloths, scarves, blocks, and 
blankets during her movement play. She decided on making a bed, using the blocks as a 
border, the carpet squares to fill the insides, and the scarves and blankets to cover it up. 
The desire to have her own bed was especially strong as she was currently residing in a 
treatment facility after being removed from a foster home. In the following sessions, she 
continued making the bed, keeping it exactly the same as the first time it emerged. The 
process of building it became extremely important to her. At one point, she asked if she 
and the therapist could get in the bed and cover up with the blankets. Once inside and 
fully covered, she verbalized that she wanted to "talk like girls in a sleepover party, about 
clothes, friends, and boys". The child felt enough of a stable attachment with the therapist 
that she could welcome the therapist into her "secure place". The scarves in combination 
with the strong bed she had built began to satisfy her need for stability and a place for her 
own. The theme of stability continued to emerge in following sessions, although the 
building of the bed had stopped. Once it was determined that the sessions were to 
continue, the therapist was not leaving, and there was a sense of trust, the child could rely 
on the predictability of the therapy and continue to work on other therapeutic goals. 
Week Four: Control and Helplessness 
Exercising control is a common theme in the treatment of foster children, 
especially for the child driven to order their life and resume some control. In the child 
welfare system, their sense of control is diminished further as they experience multiple 
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placements, often with no understanding of the situation (Gonick & Gold, 1992). For the 
abused foster child, the sense of control and ownership of their own bodies is lost 
(Goodill, 1987). For the children dealing with feeling helpless and wanting control, these 
needs are often expressed through aggressive behavior, hostility, temper-tantrums, and 
even passivity and withdrawal (Rosenthal, 1987; Gries, 1986). In therapy, the theme of 
control and also the child's behavioral response must be addressed. 
Dance/movement therapists can do a number of activities and utilize many 
techniques to address the polarities of helplessness and control. Using the body and other 
movement games based on the concept of "territory", the children can become masters of 
their own space, further understand personal boundaries, and contain and control the 
movement (Goodill, 1987). One activity that can be tried with a group in the fourth week 
utilizes the idea of kinesphere. The therapist has each child create a "bubble" around their 
bodies that is their own space, using their arms and legs to explore their personal reach 
area. They then can practice moving around the room, keeping within their own space 
and using control to stay out of others' spaces. This activity communicates the 
importance of such questions as "Who can come into my space? How should they enter? 
Who is not allowed in? How close is too close?" (Goodill, 1987). Again, the activity 
provides maximum control for the child and a learning experience regarding impulse 
control. 
It is also understood that foster children have trouble in controlling and self-
regulating emotions. This is due in part to lack of proper modeling by the caregiver, 
inconsistent care, poor attachments with the primary caregiver, and the presence of 
violent behaviors in the home. These children exhibit aggressive behavior, short attention 
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spans, and high activity levels. They express themselves through uncontrollable 
outbursts and reckless behavior (Morrison et al., 1999). The goals, then, for these 
children are to learn to identify and express feelings appropriately, redirect their 
aggression, and increase impulse control. One movement game used to accomplish these 
goals incorporates a ball and a target. The target, drawn on a blackboard by the child, has 
several rings. The child initially can label each ring with points and then throw the ball to 
hit each level to add up points. The child is encouraged to throw as hard as he could, 
with as much energy as possible. This allows for a channeling and release of the energy 
in an appropriate way. In a session with a 10-year-old foster child, it was recognized that 
the harder and more aggressively he threw the ball, the less aim he had in making the 
target. The child was prompted to try throwing the ball less aggressively and with more 
concentration. He was then prompted to try throwing the ball in other ways, such as with 
anger, sadness, being tired, and upset. To help visualize this, the therapist wrote the 
feeling word next to the spot where the ball landed. With each feeling, the boy's body 
experienced the game in a different way. This experience can be related to the 
fundamental dance/movement therapy concept of flow. The main components of 
Kestenberg's tension flow attributes are bound and fee flow and are generally associated 
with the expression of feelings. The experience of throwing the ball more aggressively is 
essentially practicing more bound flow in the body. The muscles tighten and contract, 
and the ball is thrown in a careful restricted motion. "Bound flow is associated with 
feelings of restraint and caution which accompany more specific emotions of anger, fear, 
anxiety, or displeasure" (Kestenberg-Amighi et al., 1999, pp. 60). On the other hand, 
throwing the ball lightly and with greater ease is demonstrating a perfect example of free 
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flow in the body. "Free flow is associated with feelings of spontaneity and ease which 
accompany more specific emotions of happiness and pleasure" (Kestenberg-Amighi et 
al., 1999, pp. 61). There is a release of tension in the body, and the muscles move 
relatively free of constraint. Alternating between free and bound flow and identifying the 
different ways to express emotions is important for the child because it allows him to 
recognize the way each feeling is felt in his body. It enables him to identify what feels 
good or bad, and it allows him to understand his own movement preferences. This 
activity also allows the child to release some of the bound flow that is so carefully 
holding him together. The free flow movements allow for a more pleasant, less-controlled 
expression of feelings. The child and therapist can process what feelings are appropriate 
for different situations, and the child can review strategies for self-control such as deep 
breathing and counting. 
The target game can also be adapted to a group of foster children. The rendition 
of this game, described in this clinical vignette, can be used as one exercise for a session 
during week four. In one particular group, the children suggested drawing two targets and 
playing with two teams. The children whose turn it was to throw the ball would do so 
simultaneously. They had three turns to add up points from the targets. The person with 
the highest amount after the three turns would add one point for their team. This game 
provided for cooperation and group cohesion as the children worked together to 
determine the rules for the game and supported their teammates. It also allowed for a 
direct channeling of energy. The therapist may also want to incorporate the feeling 
words to practice free and bound flow during this game. It would help identify the 
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expression of feelings in the body and allow for the children to begin to move between 
the controlled bound flow and the ease of free flow. 
Another game that was used in a session with a child individually is an adaptation 
of the "out" game mentioned previously. This vignette describes the game with one child 
but it can be adapted for a group as well. The idea is to throw the ball to the other person 
to try to make them miss or make a mistake by dropping it. In this case, the 11-year-old 
foster child became very competitive with the therapist, and with every attempt to get her 
out, he would throw the ball harder, faster, and more aggressively. Again, it appeared to 
the therapist that this child's preference for moving was in more bound flow. When 
questioned, the child was unaware that the power behind his throws could become 
dangerous. To help the child recognize this further, the therapist prompted him to try 
throwing the ball slower, essentially with more free flow. With much practice, the boy 
began to feel the difference between the two speeds of his throws. Then, the boy was 
asked to throw the ball in a more medium or in-between speed. The speed of the throws 
back and forth took on a steady rhythm that was sung by the therapist and the child. 
While still playing the game, each speed was introduced to help the child recognize the 
differences in the way it is experienced in his body and how his actions in his everyday 
life can take on different speeds. To process this further, the child was asked which speed 
was his favorite speed to use in the game. He responded with "the fast speed" because he 
could get people out by throwing fast. He was then prompted to discuss different 
"speeds" that are appropriate to use in different situations such as walking down the 
hallway at school (medium), taking a test (slow), and playing soccer (fast). When asked 
which "speed" he felt corresponded with different emotions, he initially replied that 
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'slow' was boring, 'medium' was normal and 'fast' was always happy. After discussing 
how he felt when using each 'speed' in different situations he eventually decided that 
'fast' could be excited but also feel angry and frustrated. This child, to express his 
frustration, generally used the 'fast' speed with more bound flow (anger), and the 
therapist prompted the child to practice getting out of the 'fast' speed to express feelings 
appropriately in the 'slow' speed. This activity was a steady presence in all of his therapy 
sessions, as the therapist would remind the child to practice certain speeds and continue 
to identify his feelings about them. This activity addressed the important goals of 
identifying, expressing, and controlling the release of feelings and can be adapted for a 
group process during this fourth week. 
Another highly structured group activity invokes the sense of strength and power 
and also is wonderful release of aggression. This group activity can be used in the fourth 
week to address the theme of control. The activity, "The Race", is adapted from a D/MT 
and dance education model for children with emotional disturbances (Rakusin, 1990). It 
works especially well for foster children because of the cathartic outlet it provides, the 
sense of strength that it allows the child to feel, and the fact that everyone is a winner. 
Each child is given a hula-hoop to stand inside. The physical boundary provides 
maximum structure and safety. The therapist provides the signal to begin, and each child 
starts running in place as fast as they can. The therapist dictates the race and supplies 
verbal "obstacles" for the children, such as "jump over some logs, wade through the 
river, chop your way through the forest, or skip over the stones". Other directions can be 
given such as to run faster or slower, to lift your knees higher, to use your arms, or to 
keep your arms by your side. At the finish line, everyone is a winner. The activity can 
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be modified to have each child "call" the race and take on a leadership role. This allows 
for creativity and a positive sense of control over the group. The exercise provides 
mastery and body awareness, practice of impulse control, listening and following 
direction skills, and a discharge of aggressive energy, channeled into the physical 
boundary of the hoop. It also provides the child to demonstrate the strength Effort in an 
appropriate and non-destructive way. 
These activities addressing the theme of control are usually group favorites and 
can be used in the fourth week as well as the final week of treatment as a way to wrap up 
and address closure. Because this issue is so prevalent with this population, the 
movement activities can also be used as a way to practice control in between weeks of 
treatment. 
Week Five: Shame/Self Esteem 
"The repudiation of shame and the quest for perfection seem to lurk behind every 
interaction and govern the foster child's behavior in therapy" (Gonick & Gold, 1992, pp. 
437). Children experience shame with extremely poor body awareness, poor body image, 
and poor self-esteem. Their behaviors tend to be self-destructive and self-defeating 
(Gonick & Gold, 1992; Gries, 1986; Rosenthal, 1987). Abused foster children tend to be 
egocentric in their understanding of events which leads them to the assumption that it is 
something they did that caused the abuse and resulting separation. The self-blame results 
in poor self-esteem, disillusionment, confusion, and shame (Gonick & Gold, 1992; Gries, 
1986). The goals for this theme would be to increase self-esteem and positive body image 
while helping to clarify the reality of the significant events of their past. 
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One activity especially good for the older children is adapted from a dramatic 
activity described by Johnson & Eicher (1990). The activity, "Areas", makes use of the 
child's understanding of different feelings and allows for creativity and follow-up 
discussion. The room is marked off into three areas, and the group decides what emotion 
each of the spaces will represent (happy, angry, sad or confused, bored, rejected). The 
children then move around the room and spend equal time in the areas, making sure to 
fully embody the emotion while in that space. The therapist can help the children 
recognize how the body feels in each emotion. Variations on this structure can include 
moving through the areas with partners while relating to each other with that specific 
emotion or marking each area as an individual role (mother, father, and teacher) and 
trying on that role. Also, situations can be introduced and the group can try out the 
situation from each emotional standpoint, deciding on which emotion fits it best. Trying 
on different emotions allows the child to feel things he may or may not have felt in a long 
time. If a child's esteem is injured by shame, he is usually self-defeating and may not 
experience positive emotions all the time (Gries, 1986; Rosenthal, 1987). It also allows 
the child to experience emotions in a safe and appropriate way, with no right or wrong 
way for doing it. This activity helps the child get in touch with emotions, allows for the 
expression of them safely, and can possibly lead to a discussion of significant events 
when these emotions were felt. 
Another activity that can be used in the fifth week builds self-esteem, utilizes the 
energy of the child, and is focused around building a dance. This can be done in a group 
or individually and frees the child to move in any way they desire. The therapist can 
decide on whether or not to provide a backbone for the dance, such as a step together step 
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together pattern to organize the movements. Music can be provided to keep the dance 
rhythmically organized and fun. Each child will contribute a step to the dance and the 
others will follow along, so each child can get a chance to be a leader. The group activity 
provides a sense of cohesion within the shared experience, channels their energy within a 
structure, and increases their power and impulse control. It is also a way to increase 
mastery and self-esteem as the children are contributing to the movement activity and 
getting a chance to exhibit control. For foster children, opportunities for performance are 
usually appreciated, so videotaping of the completed dance can be a boost to their self-
image (Gonick & Gold, 1992). Gonick and Gold (1992) remind therapists to be aware, 
though, of the problems with watching the tape. Sometimes positive image can be lost 
when looking at the video image and comparing it to their self-image. Their shame may 
reappear, and the therapist would want to exert caution as whether or not to show the 
video (Gonick & Gold, 1992). 
The physical obstacle course is another activity to boost esteem and mastery. It is 
also a great activity to promote group cohesion, cooperation, and achievement. Using the 
movement props such as hula-hoops, blocks, jump ropes, scarves, beanbags, balls etc, the 
children design an obstacle course as a group effort. For extremely hyperactive, 
impulsive, or younger children, the therapist can design the course while the children 
practice waiting on the floor. The physical activity provides a way to release energy, 
demonstrate self-mastery, delay gratification, and control impulses. It helps builds 
esteem on a very physical level and allows the child to achieve success easily. Other 
modifications include starting and stopping the child in the middle of the course with the 
use of a musical cue and timing the group as a way to challenge them for the next time. 
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It is also an important part of containing misconduct within the group when the 
competition is erased and they are meant to work as a team. Again, the aggressiveness 
can be released appropriately and self-esteem can be built through the achievement of 
success. 
Another creative way to address the issue of shame is through movement dramas 
and creative play. For foster children, this would normally be experienced individually 
with only the therapist because important disclosures may be made and significant past 
events may be recalled. Through fantasy play and movement, the child is free to express 
feelings in a safe way that is different and shielded from reality. Props, puppets, and 
stuffed animals can be an important part of this experience as they bring up certain 
images for the child. One movement drama experience with an 11-year-old foster child 
dealt specifically with the theme of shame. The boy, working through issues of 
attachment, separation, multiple placements, and an upcoming discharge to an adoptive 
home, chose to play with a long stretch cloth and a buddy band. He used the stretch cloth 
as a cape and "flew" around the room attempting to capture the therapist with the buddy 
band. The therapist was the "bad girl" and when caught, was thrown in jail. In this 
projection onto the therapist, the child's "fears of having his shortcomings exposed can 
emerge in the therapist's exaggerated display of inadequacy, while the child can take 
cover in the role of powerful being" (Gonick & Gold, 1992, pp. 437). The child also 
wanted to switch roles and have the therapist 'capture' him so he could go to jail. Within 
the fantasy play, the child was allowed to be 'bad' safely without an experience of shame. 
Using movement dramas provided enough distance from reality for the child to deal with 
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his fears in a secure environment. The therapist encouraged this play and continued 
working with the theme of shame in following sessions. 
Week Six: Hunger 
Hunger, for the foster child, is a physical and emotional deprivation and an 
intense desire to fill the emptiness (Gonick & Gold, 1992; Rosenthal, 1987). This 
experience can be felt on a body level or emotionally for the foster child. Behaviorally, 
the child may exhibit compulsivity, promiscuity when relating to others, and poor 
boundaries (Rosenthal, 1987). They may respond with indiscriminate attachment 
behaviors such as eliciting hugs from complete strangers (Morrison et a l , 1999). The 
goals for this specific theme deal with developing appropriate expression of attachment to 
others, increasing awareness of boundaries, and promoting the capacity for self-
nurturance. 
A movement activity introduced in the sixth week incorporates the scarves as a 
prop and utilizes the qualities of lightness and positive images (Rakusin, 1990). To 
explore the theme of nurturance as it relates to hunger, the therapist can introduce the 
scarves and ask the group to wrap the scarves around the parts of their body that are in 
the most need of attention. Physical injuries may be identified, along with issues of 
hunger, frustration and broken hearts. The lightness of the scarves, providing a polar 
opposite to the strength of aggression, helps control the movements and contain the 
children's energy. The therapist can prompt the children to wrap the scarves around their 
whole body, and can introduce images of protection, warmth, and nurturance. Again, the 
children can practice the indulging Efforts in their body, experiencing the lightness of the 
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scarves and the free flow of their body as they surround themselves with scarves. The 
felt experience of the scarves around the body can bring attention to their need for 
nurturance and the concrete sense that they are providing it for themselves. 
Again, movement dramas can be utilized to address the theme of hunger and 
emotional deprivation. This clinical vignette describes the use of a prop to identify and 
address the developmental needs of the child. In a movement experience with an 11-
year-old foster child, the stretch cloth was again used as the prop. The child began to 
wrap himself up in the "blanket" on the floor and asked for the therapist to lift the 
blanket. Each time the blanket was lifted, the child emerged as a creature such as a dog or 
a monster. The creatures were initially growling, bearing teeth, sharp nails, and 
demonstrating an aggressive stance. The reaction of the therapist was mock fear and 
'terrified' withdrawal, and the child curled up again on the floor to be covered. These 
characters emerged for the first few times the blanket was lifted, but then the child took 
on the role of a quiet, purring kitten. He crawled over to the therapist looking to be 
petted, fed, and yearning for affection. The therapist responded by "petting" the child in a 
developmentally appropriate oral sucking rhythm and providing the soothing, consistent 
care that he needed. The child also emerged as a baby, saying 'feed me' or 'time for nap'. 
At one point, the child curled up in the therapist's lap to take his nap. These images 
appeared over and over again for the rest of the session, eliciting the same response from 
the therapist. Another image that directly reflects hunger is the child's play with stuffed 
animals. He brought out stuffed animals and wanted to make a house for them, feed them 
and put them to bed. He took particular care in making sure all the stuffed animals were 
fed before 'putting them to bed' and when they 'woke up'. Developmentally, this 11-year 
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old boy is yearning to have his oral needs met. He may not have been consistently fed, or 
clothed, or given physical hugs regularly. The images appearing in this dance/movement 
therapy session allow the therapist to address these specific needs at the developmental 
level of this child. This desire for a consistent caregiver is basic and pervasive and 
emerges regularly in the movement dramas. The therapist, playing the caregiver role, 
addresses this desire and provides the nurturance the child needs within the fantasy play 
in a safe and helpful experience. 
Week Seven: Grief and Loss 
The issues of grief and loss are sometimes pushed aside when dealing with an 
aggressive foster child. This is because for most of these children, the feelings of loss are 
manifested through negative and hostile feelings towards those trying to help (Eagle, 
1994; Rosenthal, 1987). Although some do experience sadness through passivity and 
withdrawal, the foster child most likely takes on an aggressive posture to defend 
themselves against others (Rosenthal, 1987). After achieving a secure attachment with 
the child and building trust throughout the previous sessions, the therapist is able to 
tackle the important yet delicate issues of grief and loss. In defining goals for this issue, it 
is important to redirect the hostility and work through the significant past events. 
With the loss and separation from their biological parents, the child develops both 
a rejection of and desire for physical affection. To address this need, the therapist can 
introduce the activity of personal hugs, adapted from Rakusin's (1990) model for work 
with emotionally disturbed children, which takes on a very personal and individual 
agenda. This activity could be accomplished only after the connection has been built 
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with the therapist in the earlier sessions. The child is directed to massage parts of their 
body (shoulders, neck, back, legs) that are in need of attention. The children, who can call 
out other body parts to massage (ears, nose, belly, and head), can direct the group. The 
therapist can prompt the children to give hugs to these parts of their body and then go 
back and hug them sequentially as part of a movement activity. The therapist may also 
introduce different types of touch such as, patting or rubbing to identify the different 
feelings associated with each touch rhythm. For example, the rubbing may feel more 
soothing while the patting may feel more direct and impersonal. The hugging and self-
touch provides for body awareness and fun, appropriate touch. Keeping the activity on a 
body level allows the child to generalize his feelings about loss and address them as 
needed. 
Body 'painting' and body sculpting, described by Goodill (1987), also provide an 
opportunity for safe self-touch. The children practice 'painting' onto their bodies with 
their hands to increase body awareness and positive feelings. In partners, bodies are 
'sculpted' to express emotions or situations. With these activities that require touch, it is 
important to caution when using it for children with histories of sexual abuse. Although it 
emphasizes structure and safe touch, it may bring up issues of abuse that are too much for 
the child to handle on a body level. The hugging and self-touch must be directed and 
remain appropriate for the children to deal with on their own level. 
A movement activity that works through the intense aggression that masks the 
grief utilizes a very large soft rubber ball. The children are prompted to discover ways to 
aim the ball into the center of the circle, such as using their arms, elbows, or knees. The 
mood usually becomes aggressive as the children begin to punch the ball directly down 
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into the floor. The ball is passed around this way, with the entire group punching the ball 
down into the floor. In this sense the physical aggression is channeled into the ball and 
released into the floor. The therapist can encourage noises to go along with the 
movement or feelings words to describe it. With the direct, strong, downward motions, 
the group usually identifies anger as the feeling they are currently experiencing. A 
rhythm can be introduced with stamping or clapping. The rhythm and the bouncing ball 
organize the group around the same feelings and allows for appropriate and creative 
release of the emotions. At this point, once the group is organized around the movement, 
it is important to address the anger the group is feeling. The therapist may ask the 
members to identify the things that make them angry. In a group session during this 
activity, this question was asked and the response was extremely honest. One child 
responded that he was angry at never meeting his real father. Another child said that she 
was angry with people telling her she's not capable of doing things herself because she's 
a foster child. Another response was from a child who was angry with his father for being 
in jail, and another child felt angry with people putting him down all the time. After this 
has been experienced, the therapist might want to encourage the group to identify other 
important feelings such as sadness. The therapist may want to prompt the group to find 
other ways of moving the ball around the circle. Rolling the ball may elicit the feeling of 
sadness or grief. Again, it is important to allow the children to identify the reasons for 
their sadness and to bring to consciousness the feelings of grief and loss. Although this 
verbal acknowledgment may not be possible at this exact moment, it is certainly 
necessary to address the children's underlying sadness in order to work through their 
issues. The therapist can consciously move from the feelings of anger and sadness to a 
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more hopeful feeling at the end of the group by making the decision to pick up the ball 
and pass it on to another person. The therapist may initiate passing on happiness or 
encouragement for the person to take with them at the end of the session. Each member 
can be prompted to pass on happiness or hope to the other children in the group until each 
person has had a chance to receive something positive. Closing the activity this way 
allows for a large range of emotions to be experienced, identified, and worked through 
and doesn't leave the children hanging with sadness and anger but with hope and 
encouragement from their peers. This activity can be a wonderful physical release of 
anger and sadness, but allows for the integration of real emotional and cognitive 
processing of these feelings within the safe therapeutic environment. 
Week Eight: Wrap Up 
As mentioned earlier, the final week of this format provides time to address 
themes that continue to come up, such as rejection and control. Favorite group activities 
to address these issues include the target game and any adaptation of the 'Out game'. 
These activities continue to promote cohesion and address specific behavioral responses. 
When working with an individual child, it may be appropriate to put on a final 
performance of dance that was built. This may help to provide closure and promote self-
esteem. 
A related experience occurred with an 11-year-old African American female 
foster child preparing for discharge and termination of therapy. The child had been 
building a dance centered on African American women and their particular dance 
movements. The therapist provided African music and costumes to further the child's 
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experience in obtaining her personal identity. The issue of self-esteem and identity had 
been prevalent throughout the therapy and the child was beginning to develop a sense of 
belonging despite her turbulent history as a foster child. The child's last dance was a 
Goodbye dance and incorporated all the movements that she had practiced in previous 
sessions. The child welcomed the therapist into the dance, sharing the experience with 
her while expressing her own strong sense of identity. The dance provided a way to say 
goodbye to her uncertain past and welcome a more stable future. By dancing her identity, 
she was able to establish a stronger sense of self and found a creative way to share the 
experience with the therapist. 
The dance/movement therapy activities and experiences described in this chapter 
form the basis of a treatment model for foster children. Activities were described that 
specifically targeted themes that are relevant to the foster child, especially those 
experiencing behavioral disturbances. The following chapter will provide discussion of 
the treatment model along with implications for its use in future studies and in the overall 
treatment of foster children. 
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CHAPTER FIVE - DISCUSSION 
The purpose of this study was to examine the literature documenting behavioral 
problems in foster children, looking specifically at externalizing behaviors, and then 
design a particular dance/movement therapy model that may best address these disruptive 
behaviors. An extensive review of the literature on foster children was conducted which 
included the possible etiologies of their problems and the documented behavioral 
manifestations of these problems. From the literature on the treatment of this population, 
specific treatment needs and themes that arise in therapy were established (Blaine, 1989; 
Rosenthal, 1987). Also, a review of the theories of dance/movement therapy has led to 
the matching of treatment goals for foster children with specific D/MT concepts to form 
the basis of treatment. This information was formulated to comprise the 
dance/movement therapy treatment model described in Chapter Four. These results will 
be summarized and discussed in this chapter along with the clinical applications of the 
proposed model, limitations of the model, and implications for future research. Also, the 
concepts of risk and protective factors will be identified and how certain factors lead to 
resiliency. 
Overview of the Results 
After reviewing the research on the psychological, emotional, and behavioral 
problems of foster children, it became clear that the prevalence of disturbances is higher 
than would be expected, even when compared with children who have similar 
backgrounds (Pilowsky, 1995). It was also observed that the most common disturbances 
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found among this population are conduct disorders and externalizing behavior problems 
(Fanshel et al., 1990; Leslie et al., 2000; Pilowsky, 1995). Although the extensive 
literature on this subject confirms the ever present problem of psychological and 
behavioral disturbances in foster children, practitioners are struggling to find effective 
methods to approach treatment (Brand et al., 1999; Fanshel et al., 1990; Lawder et al., 
1986; Newton et al., 2000). 
The literature review summarized a number of treatment models that have already 
been implemented for use with this population, and all are effective for different reasons. 
One approach reviewed utilized psychodynamic attachment theory. One model was 
developmentally based, while another was trauma based. One model utilized expressive 
arts therapy, while another advocated for multiple treatment goals. A final model 
employed behaviorally based group methods for treatment (Clifton & Ransom, 1975; 
Doyle & Bauer, 1989; Fisher & Chamberlain, 2000; Gonick & Gold, 1992; Gries, 1986; 
Layman, Hussey, & Laing, 2002; Pearce & Pezzot-Pearce, 2001; Williams, Fanolis, & 
Schamess, 2001). It is clear that each model addresses many of the psychosocial and 
emotional needs of these children, but it seemed that addressing the nonverbal behavioral 
manifestations in combination with the underlying emotional issues was the component 
that was missing in each of these interventions. 
Also reviewed extensively in the literature were the most common behavioral 
problems observed in the foster child and the treatment themes that arise most often in 
the therapy. Researchers and theorists (Blaine, 1989; Burland, 1980; Crittendon, 1995; 
Green, 1978; James, 1994; Morrison et al, 1999; Rosenthal, 1987; Yarrow, 1961; Zeanah 
et al, 1993) agree that the common areas of pathology of foster children include 
112 
impairment of ego functioning, inability to bind anxiety, pathological object relations, 
poor impulse control, impaired self-concept, masochistic and self-destructive behaviors, 
aggression towards others, and difficulties with separation. The possible etiologies, 
including poor attachment, abuse, and neglect and the behavioral manifestations of each 
of these areas were well documented in the literature review. Rosenthal (1987) along with 
Gries (1986) and Gonick & Gold (1992) identify the common themes of helplessness and 
control, rejection, shame, unpredictability and stability, hunger, poor attachment, and 
grief and loss that arise in the treatment of foster children. The behavioral problems 
observed in the foster child were then matched to each of these themes. For example, the 
foster child dealing with poor object relations and attachment issues may demonstrate 
either indiscriminate attachment behaviors or take an aggressive/defensive posture 
towards others (Burland, 1980; Morrison et al, 1999; Rosenthal, 1987; Zeanah et al, 
1993). Also, the child confused about feeling helpless and wanting control demonstrates 
his struggle through hostility, misconduct, poor impulse control and aggression (Green, 
1978a, James, 1994; Rosenfeld et al., 1997; Rosenthal, 1987). The other themes are also 
matched with behavioral manifestations in Table Two of Chapter Three. 
Taking the dance/movement therapy concepts developed by Marian Chace 
analyzed in the literature (Chaiklin & Schmais, 1993) along with the D/MT techniques of 
mirroring, attunement, and kinesthetic empathy, behavioral goals to be used in a D/MT 
approach with foster children were formulated. These goals, matched with the seven 
treatment themes discussed from the literature, form the basis of the treatment model 
developed and described in Chapter Four. The hypothesis was that because 
dance/movement therapy is a body-based therapy, utilizing the "movement interaction as 
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the primary means for accomplishing therapeutic goals" (Schmais, 1974, pp. 7), it is well 
suited for work with foster children and their presenting treatment issues. Techniques that 
are focused on clarifying and managing the nonverbal manifestations of their specific 
problem behaviors and identifying the related social-emotional issues are described in the 
model as the most appropriate for addressing these needs. 
The proposed model of treatment for the foster children outlined in Chapter Four 
utilizes behavioral goals and the common treatment themes identified for this population. 
The model follows an eight-week format, addressing one theme each week, with an 
added follow-up week at the end for closure. Although the model is unique in that it 
addresses the treatment needs of foster children on the physical, bodily level, the 
emotional level, and a developmental level, elements of the reviewed treatment models 
can be found. For example, Gries (1986), notes that the treatment of foster children "who 
exhibit emotional or behavioral disturbances should address several dysfunctional areas 
in which this population is most vulnerable" (pp. 381). Gries established several general 
treatment goals and described certain themes that arise in the therapy and that should be 
addressed with "therapeutic activities and methods tailored to meet each goal and help to 
provide structure and direction to treatment" (pp. 381). With this in mind, the D/MT 
treatment model was developed with several goals for each treatment theme and 
describes specific structured activities designed to meet each need. Another model 
advocates for a "thorough knowledge of child development and crisis intervention to help 
children cope with their uncertain environments" (Clifton & Ransom, 1975, pp. 107). To 
understand the importance of an early stable relationship and the adverse effects of 
multiple separations, Clifton & Ransom cite developmental theorists such as Mahler, 
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Bowlby, and Anna Freud to defend the basis for their treatment approach. They also note 
the importance of an awareness of the child's emotional and cognitive development 
throughout the treatment. Dance/movement therapy is developmentally based and fully 
acknowledges the cognitive, emotional, social, and physical development of the child. 
The D/MT treatment model developed utilizes methods that are cognizant of these 
important developmental issues in the child's life, especially during the trauma of 
separation. Williams, Fanolis, and Schamess (2001) developed another treatment 
approach that was instrumental in the formation of the D/MT model. Formulating a very 
structured school-based group model, the authors designed an approach based on 
attachment theory and the concept of traumagenic states. They developed certain goals 
as the weeks progressed, starting with building trust and cohesion, learning good 
communication, and finally to focus on the aggressive behaviors and the link to the 
trauma. Following this idea, the D/MT treatment model, also based on attachment 
theory, offers a highly structured format to work on trust, attachment, expressing and 
communicating feelings, and finally identifying and addressing the disruptive behaviors. 
Each week identifies a common issue that this population struggles to master. In 
the first week, the theme of attachment is addressed through specific movement activities 
and dance/movement therapy techniques that promote trust. The idea of trust is addressed 
on a body level through mirroring and activities using strength and also on an emotional 
level as a secure attachment relationship is modeled with the therapist and child. Props, 
such as a stretch cloth, a buddy band, and beanbags, were introduced into the model's 
activities to be used on a group level or individually to provide structure and organization 
around the idea of attachment. 
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Week Two, dealing with rejection, was designed to address the 
aggressive/defensive posture the foster child uses when interacting with new people and 
to increase the child's self-esteem. Activities are described that are easily adapted for 
groups or individual sessions and are organized around building self esteem and 
frustration tolerance. The games are very physical, designed to release energy 
appropriately while identifying and then alleviating the sense of rejection. 
The theme of stability versus unpredictability is addressed in Week Three. The 
child will usually use aggression and demonstrate resentment to others to express their 
pervasive sense of unpredictability. Again, physical movement activities were designed 
to redirect the aggression and allow for verbal discussion of the child's situation and their 
feelings about it. 
One of the most important issues surrounding the treatment of foster children and 
their presenting behavioral problems deals with the struggle of feeling helpless and 
needing control. This theme is addressed in Week Four. Due to histories of abuse and/or 
neglect along with insecure attachments and separation from biological parents, foster 
children have an inability to self regulate their emotional responses and rely mostly on 
external behaviors to reflect their internal feelings (Greenspan & Wieder, 1993; James, 
1994). When a child feels helpless because of multiple out-of-home placements or 
disorganized care, the child's only way of expressing control and self-regulation is 
through dangerous, aggressive, hyperactive, and out-of-control behaviors (Morrison et 
al., 1999). Week Four of the treatment model deals with control on a body level by 
providing activities that allow for appropriate channeling and discharge of emotion such 
as a high energy 'Target Game' or a controlled 'warm-down'. These activities are meant 
116 
to work on impulse control, maintaining physical boundaries, and to redirect physical 
aggression through appropriate movements. On an emotional level, the model provides 
activities that explore the high intensity feelings of anger and sadness and helps to model 
how each emotion can be identified, regulated, and expressed appropriately. 
Another theme, addressed in Week Five, is Shame/Poor Self Esteem. Although 
this is a highly emotional and internal response, foster children express shame externally 
through self-defeating behaviors, poor body awareness, and poor impulse control (Gries, 
1986; Rosenthal, 1987). To address this issue on a body level, the activities are focused 
on physical mastery such as building a dance or completing an obstacle course. These 
activities incorporate impulse control and allow for appropriate body awareness. 
Techniques used for this theme also include mirroring and creative movement play. 
While these activities are promoting physical competence and body awareness, they are 
also boosting emotional self-esteem and pride in the accomplishment. Once dealt with on 
a body level, emotions can then be processed verbally to get a better understanding of the 
underlying issues of shame. 
The foster child may feel deprived of many things on both a physical and 
emotional level. The child may react compulsively or promiscuously when interacting 
with others due to their needs being inconsistently met. Week Six, addressing physical 
and emotional Hunger, describes activities that are designed to increase the child's 
awareness of personal boundaries and promote the capacity for self-mirturance. Within a 
structured activity, scarves are introduced to help identify the feelings of being nurtured. 
Creative movement play is also described in the model to help deal with this theme. 
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The theme of Grief and Loss is addressed in Week Seven. It is important that this 
theme is addressed later in the treatment due to the intensity of the feelings around it. 
The trust between therapist and child must be built early on and other issues such as 
aggression and rejection should be addressed before delving into the significant events 
around grief and loss. The activities in the model clearly provides ways to identify the 
intense feelings, work through them on a body level, and then allows for the important 
integration of real emotional and cognitive processing of these feelings. 
The final week is designated as a Wrap Up week to allow for any additional work 
that may need to be done with any of the themes or as a chance to say good-bye to the 
group. A clinical vignette describes a wrap up session with an individual who wanted to 
close with a Goodbye dance that she had made up. It showed that the child was ready to 
appropriately deal with closure and had learned to approach it in her own way, on her 
own level. 
The model clearly identifies the important treatment themes of foster children that 
have been extensively described in the literature. To expand on the basis and format of 
the D/MT approach, this author used elements from various other treatment approaches 
that have worked in the past for this population. Each week in the model utilizes specific 
activities and techniques to address the behavioral manifestations of each theme along 
with the underlying emotional response. This dance/movement therapy model provides 
the physical, developmental, and emotional interventions that may best address the 
behavioral disturbances of foster children. 
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Clinical Application of Model 
It is the hope of this study that the treatment model presented may be 
implemented in clinical practice with the foster child population. The need for foster care 
services has increased substantially in recent years as physical abuse, sexual abuse, 
substance abuse, domestic violence, homelessness, and poverty have led to more and 
more family disruptions (Barbell, 1997; Gries, 1986). Clinicians are faced with a 
population that is psychologically at risk and that has, in the past, been dealt with 
primarily by social workers (Gries, 1986). Because there is an increasing prevalence of 
psychological and behavioral disturbances among this population along with limited 
research and literature on effective treatments, practitioners are struggling to find 
appropriate interventions (Gries, 1986; Leslie et ah, 2000; Pardeck, 1983; Pilowsky, 
1995; Rosenfeld et al., 1997). The dance/movement therapy model described in this 
thesis should be implemented as a unique orientation towards work with the foster child 
population because it addresses the nonverbal behavioral manifestations of their 
disturbances and the underlying social-emotional issues. 
Although it is not specified as to the particular setting for this treatment, it is 
hoped that the model can be adapted to suit different settings, with various ages, genders, 
and cultural backgrounds of children and/or adolescents. For example, the D/MT 
treatment model can be utilized in a crisis intervention program, with a skilled 
dance/movement therapist using certain activities and interventions that meet the specific 
needs of the children in crisis. In a one-time D/MT session on a crisis unit, the need may 
be to stress safety and control, so the therapist could incorporate in the session an activity 
described in the week dealing with control. The treatment model may also be adapted to 
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work in the treatment with families and their children. These can include foster families 
and recently reunited families. Another setting the model could be suited for is in a 
program taking a proactive preventative approach. These foster children may be at risk 
for severe behavioral problems and may benefit from the dance/movement therapy 
orientation towards treatment. Intensive treatment designed to ameliorate disruptive 
behaviors may help to prevent the child from acting out and being subjected to multiple 
placements due to behavioral problems. Another adaptation to the model may occur in 
the length of time needed for the treatment. The eight-week format was used so each 
specific treatment theme could be introduced for each week, allowing one week for wrap-
up and closure. The model can be extended to ten or even twelve weeks depending on 
the time allowed for treatment and the issues that arise in each session. Changes may 
also occur in the activities described in the model as therapists may make adaptations to 
suit the specific population and their needs. The model provides a framework of 
techniques and activities to use that specifically address each treatment theme, but other 
activities and creative movement dramas may arise in the therapy that also work to 
address a specific theme and should be utilized in the treatment as well. 
Implications for Future Research 
The rationale for this study was based on the dearth of research and literature on 
effective treatment approaches for the foster child population. It is recommended that 
researchers utilize the basis of the dance/movement therapy model presented in Chapter 
Four to examine its efficacy in ameliorating the disruptive behaviors of foster children. 
Pre and posttests could be performed to determine if specific behaviors have decreased 
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after the application of the treatment model. If possible, research should focus on the 
manner in which D/MT addresses both the physical and emotional levels of the 
behavioral problems documented in these children. 
Another implication for further use of this model relates specifically to the 
component of movement observation and assessment in the field of dance/movement 
therapy. Within the literature reviewed about dance/movement therapy, two specific 
movement profiles of children were identified. One profile identified specific movement 
characteristics of the sexually abused child (Komblum, 1993) and the other profile 
identified characteristics of the neglected child (Leirvag, 2001). Because the abused and 
neglected child make up a large part of the foster care population, it would be interesting 
to use the model proposed in Chapter Four along with the movement profiles proposed 
by Komblum (1993) and Leirvag (2001) to begin to create an assessment tool to identify 
the abused and neglected foster child. Looking at specific movement characteristics of 
abuse and neglect along with the behavioral manifestations of disturbances in the foster 
child may also help to develop another movement profile specifically determined for 
foster children. The behavioral manifestations summarized in Table 2 can further be 
developed into profiles that describe movement characteristics using dance/movement 
therapy concepts such as Efforts and tension-flow rhythms. These movement 
characteristics may also help to describe the movement profiles of children with 
oppositional defiant disorder and other externalizing behavior disorders. Using the 
movement profiles already in print may help the dance/movement therapist utilizing this 
treatment model to accurately make observations, assessments, and recommendations 
for additional treatment. 
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Limitations of the Study 
One limitation to this study lies in its structure. Conceived as a critical analysis of 
literature, the proposed dance/movement therapy model for the treatment of foster children 
can only serve to inspire future research on the development of interventions for this 
population. It cannot factually be included as an effective or beneficial treatment for 
foster children as human subject testing has not been performed. Additionally, the model 
is limited because of its inclusion of the general population of foster children. Future 
research on this subject may want to investigate the efficacy of this model with various 
populations that fall within the foster care spectrum. These include sexual abuse victims, 
physical abuse victims, children who have been neglected, victims of homelessness and 
poverty, children with multiple foster placements, and those with only one foster 
placement. It is also necessary to examine the multicultural piece of the foster care 
population. This study failed to delineate between races when identifying the 
psychological and behavioral disturbances of the foster child. Additional review of the 
literature and future research is necessary to identify the effectiveness of this model 
among children of different races and cultural backgrounds. One final limitation of this 
model is that it fails to identify the most appropriate time in treatment to begin the 
dance/movement therapy intervention and if the activities provided can address immediate 
issues and/or long-term issues of the foster child. Again, further review of the literature is 
necessary to make that distinction. 
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Resiliency 
The discussion of the literature review and treatment model for the foster care 
population is not complete without considering the topic of resiliency. Research on 
resiliency, or why some foster children avoid negative outcomes while others do not, 
breaks it down to the risk and protective factors (Rosenfeld et al., 1997). On average, 
foster children have more than 14 risk factors. Some examples of risk factors include 
poverty, moderate to severe prenatal stress, family discord or divorce, parental substance 
abuse, parental mental illness, and histories of physical and/or sexual abuse. The 
research has also found that abuse combined with severe poverty and parental mental 
illness or addiction, alleviated by few protective factors, puts foster children at significant 
risk for adverse psychological outcomes (Thorpe and Swart, 1992). These are the 
children, with the greatest risk factors, that the treatment model is specifically targeted 
towards. 
The uncertainty of the outcome and the hope for resiliency lie in the protective 
factors. Research (Thorpe and Swart, 1992; Werner and Smith, 1992) has shown there to 
be three clusters of protective factors: 1) average intelligence and positive disposition of 
the child, 2) positive and supportive emotional ties with parent substitutes, and 3) an 
external support system that rewards competence and promotes self esteem. It was also 
found that the single best predictor of good long-term outcome was a child's ability to 
form one good relationship with someone. The person does not necessarily have to be a 
parent or relative, but someone they are connected to, such as a teacher, coach, social 
worker, or therapist (Rosenfeld et al., 1997). It seems that encouraging the child to 
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maintain a good, supportive, and trusting relationship may be the most positive force in 
the child's life. 
Further research on treatment is much needed to target this delicate area of risk, 
protection, and resiliency. It is the hope of this researcher that the dance/movement 
therapist following the treatment model can impart the basic principles of a positive 
relationship to each foster child treated in order to build the protective factors and 
increase resiliency. 
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CHAPTER SK - SUMMARY AND CONCLUSIONS 
The need for foster care services has increased substantially in recent years as 
physical abuse, sexual abuse, substance abuse, domestic violence, homelessness, and 
poverty have led to more and more family disruptions (Barbell, 1997; Gries, 1986). 
There is also an increasing prevalence of psychological and behavioral disturbances 
among this population along with limited research and literature on effective treatments 
(Pardeck, 1983; Pilowsky, 1995; Rosenfeld et al., 1997). The purpose of this study was 
to examine the literature documenting the extensive behavioral problems in foster 
children, looking specifically at externalizing behaviors, determine the possible 
behavioral manifestations, and then design a particular dance/movement therapy model 
that may best address these disruptive behaviors. The hypothesis was that 
dance/movement therapy techniques that are focused on clarifying and managing the 
behavioral manifestations and identifying the related social-emotional issues are well 
suited for foster children and their presenting treatment issues. 
A review of the literature revealed the prevalence of psychological and behavioral 
disturbances among foster children, relating many of the etiologies of these disturbances 
to poor attachment, abuse, and neglect. The specific behavioral manifestations were 
described and then matched to seven treatment themes identified by past researchers that 
arise most often in the therapy with foster children. After also reviewing theory and 
literature on dance/movement therapy with children and adolescents, a dance/movement 
therapy treatment model was proposed for work with the foster child population, 
specifically addressing their issues on a nonverbal physical and emotional level. 
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Although the proposed treatment model is limited due to the nature of this study, 
it is hoped that the development of this treatment model will stimulate future research in 
this area. Recommendations for the application of this model in clinical practice and 
implications for future research were given. The concept of protective factors and how 
they relate to resiliency were also described. 
With the current growth of the foster care population and the increasing problems 
these children are facing, it is important to broaden the perspective of possible 
interventions. Dance/movement therapy may provide this much-needed unique addition 
to the current treatment of foster children that addresses both the nonverbal behavioral 
disturbances and the social-emotional issues that are clearly presented in this population. 
It is the hope of this researcher that the critical analysis of the literature and the proposed 
treatment model will provide another important piece to understanding the complex 
picture of the foster child. 
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